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THE COMPARATIVE VALUE OF RADIATION 
THERAPY IN DERMATOLOGY. 


BY 


ERNEST Dore, M.D., F.R.C.P., 


Physician for Skin Diseases to St. Thomas’s, the 
Westminster and St. John’s Hospitals. 


As it would be impossible to deal exhaustively with 
such a comprehensive subject as that indicated by 
the title of this paper, I propose to discuss some general 
considerations first, and then refer to the cutaneous 
affections to which, in my experience, one or other 
group of radiations are especially adapted for treatment. 
I would remind you that we have the choice of a long 
scale of electro-magnetic vibrations, of which I show 
you a diagrammatic representation! ranging from the 
enormously long Hertzian waves representing about 
eleven octaves, and familiar for their use in wireless 


1 I am indebted for the loan of these slides to Messrs. John Bell 
and Croyden, incorporating Arnold and Son. 
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telegraphy, which have, as far as I know, been used 
only tentatively for therapeutic purposes. Then come 
shorter Hertzian waves, about seventeen octaves, 
the infra red, nine octaves, the luminous rays of the 
spectrum discovered as long ago as 1666 by Sir Isaac 
Newton, and representing only one octave on the 
scale, followed by the ultra-violet radiations which 
were mapped out into standard units by A. J. 
Angstrém in 1868. This standard of wave length is 
now in general use, one unit representing a ten 
millionth of a millimetre. The ultra-violet portion 
of the spectrum may be conveniently classed as near 
(the longer vibrations) or far (the shorter vibrations) 
according to their wave lengths, the near or relatively 
long wave region extending from 4,000 A.U. to 
3,000 A.U., and the far or shorter wave lengths from 
3,000 to 1,800 A.U. As the rays become shorter they 
are more easily absorbed, and only penetrate the most 
superficial layers of the skin: according to Russ and 
Browning to a depth of -1 mm. for the shorter wave 
lengths and less than 1 mm. for the longer wave 
lengths, while as they become shorter they gain in 
bactericidal power. Finally, the short ultra-violet 
radiations merge into the longer and shorter X-rays 
through a region which has only recently been explored 
by physicists, and then into the gamma rays of 
radium and radio-active substances. Beyond these 
are the little-known ultra-gamma or cosmic rays 
described by Professor Millikan. 

The large selection we have in the employment 
of such of these rays as are known to produce 
therapeutic effects—and the latter are only known 
for a comparatively small group of radiations—thus 
becomes evident. Some day it may be possible to 
prescribe treatment in wave lengths, but at the present 
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sources of radiation, such as electric arcs and X-ray 
tubes and radium salts. Excluding the ultra-violet 
rays of the sun, which (according to Sir Henry Gauvain) 
only represent | per cent. of the total, the chief sources 
of ultra-violet light in therapeutics—since heliotherapy 
in this country is almost impracticable—are the 
carbon, tungsten and mercury vapour arcs. The 
choice of these depends upon the facilities of the 
operator as well as upon the requirements of the 
patient, and their relative merits have given rise to 
much discussion. The carbon arc light possesses 
longer ultra-violet radiations, and more luminous 
and heat rays, and necessitates longer exposures, 
although a larger number of patients can be treated 
at one time; they are chiefly used for general 
applications. The tungsten and mercury vapour 
lamps have a higher percentage of ultra-violet radiations 
producing quicker reaction, shorter applications being 
required, and are more convenient for local treatment. 

I have tried all these sources of light, and, speaking 
for local irradiation alone, my impression is that the 
nature of the source of light employed, provided it be 
efficient, is not of great moment. Without denying 
the remarkable effect of actinotherapy on rickets, 
surgical tuberculosis, marasmus, etc., I am inclined 
to think that the effects of local irradiation are chiefly 
due to the inflammatory reaction produced in the 
tissues, and that this reaction has much the same 
effect whatever source of light be used. In other 
words, we have a safe, convenient and easily-controlled 
method of producing counter-irritation which can be 
employed without risk, and which has consequently 
become increasingly popular with the public as well 
as the medical profession. This comparative freedom 
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from risk and simplicity of management is not an 
unmixed blessing, because it has led to extravagant 
statements, not only in the lay press but also by 
medical men who lack the experience to assess the 
true value of actinotherapy in special conditions with 
whose normal course and response to other remedies 
they are unfamiliar. May I say that it is only the 
dermatologist, or at least someone experienced in 
the subject, who is properly qualified to estimate the 
effect of any special treatment on certain cutaneous 
affections, such as lupus or ringworm of the scalp. I 
have repeatedly known cure claimed in lupus vulgaris 
when the ulceration has healed, and in ringworm 
when the scales have been removed, the underlying 
disease still remaining. In the same way the ophthalmic 
surgeon or the gynecologist is best able to adjudicate 
upon diseases of special organs of which he has 
made a life study. In my opinion the indiscriminate 
use of actinotherapy by unqualified persons and by 
the public, who instal lamps in their bathrooms with 
little knowledge of how to use them, and the exaggerated 
claims often made for the results, are much to be 
deprecated. The skin and its nervous mechanism 
may be regarded as a receiving station which can 
only register certain impressions, and to expose 
patients to lamps containing few, if any, active rays 
or to various coloured lights, as is sometimes done, is 
about as useful as sitting them stripped in front of a 
loud-speaker. 

Biological Effect of Ultra- Violet Light.—We do not 
even know how actinic rays act on the skin. It is 
generally thought that they convert the cholesterol 
or ergosterol of the tissues into vitamin ‘ D,”’ which 
stimulates calcium and phosphorus metabolism, and 
that vaso-dilatation is caused by substances absorbed 
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as the result of changes brought about in the epithelial 
cells. It is hardly credible, however, that the 
immediate changes can be due to the local production 
of vitamin “D.” If itis true that the rays only penetrate 
-1 mm., the epidermis being avascular, it seems to 
me that the effect must be on the nerve endings in 
the superficial layers overlying the blood vessels rather 
than directly on the vessels themselves or on the 
blood or the cholesterol of the tissues.! It is difficult, 
however, to account for the erythema and pigmentation 
and the leucocytosis as well as the increased 
bactericidal power of the blood on these grounds. 
I have suggested elsewhere that the general effects 
might be due, in part, to the inhalation of ionised air, 
and my colleague, Dr. Allchin, exposed, at my request, 
a series of patients to carbon arc-light, with their 
bodies and faces covered, but without any definite 
result. 

Sonne attributes much of the effect to the heat 
rays; but the black races, who are exposed to tropical 
heat and are protected by their pigment from the 
actinic rays, do not, so far as [ am aware, differ very 
greatly in health from those who live in cold and 
sunless climates. Possibly some of the value attributed 
to light is in reality due to fresh air, which was shown 
by Leonard Hill to explain the increase of basal 
metabolic rate in patients undergoing light treatment. 
Before we contemplate installing artificial sunlight 
in factories and houses, might it not be equally 
beneficial to lay on a fresh air as well as a fresh water 
supply from taps? Man can live without light, but 
he cannot exist without air. 


1 Since writing this paper I see that Drs. McKenzie and King in 
their book, Practical Ultra- Violet Therapy, give this explanation of the 
effect of ultra-violet light. 
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Another point of interest is the effect of ultra-violet 
light on animals, such as that on monkeys, horses 
and dogs, whose hair-covered bodies should exclude 
the effective rays. I may mention here that, although 
normal hair does not fluoresce under ultra-violet light, 
the use of Wood’s glass is employed for the detection 
of ringworm hairs on the scalp, although I doubt if 
this is an effective substitute for careful clinical 
examination. I have recently seen two boys from a 
ringworm infected school in whom the presence of a 
small quantity of grease had falsely given rise to the 
suspicion of infection. Now that vitamin “D”’ is 
being prepared commercially from ergosterol, it seems 
probable that food products will, to a certain extent, 
supersede the use of general ultra-violet radiation. 
In other words, instead of visiting the Alpine snows 
or erecting solaria or installing lamps for our ultra- 
violet rays, the same purpose may be served in the 
near future by swallowing a few tablets of concentrated 
vitamins. 

Biological Effect of X-rays.—When we come to 
consider the effect of X-rays—although I do not 
propose to go into this in detail—there appears to be 
no doubt that they have a specific action on young, 
rapidly - multiplying cells, and their power of 
penetration is, of course, much greater than the 
longest actinic rays. Unlike the latter, they cannot 
be easily focused or polarised, and the latent period 
following their application is much longer, while 
harmful effects may occur in the blood and tissues 
long after exposure. Where actinotherapy can _ be 
administered with little risk of harm, even in unskilled 
hands, radio-therapy unskilfully applied has possibilities 
of causing serious damage to the tissues, the results 
often being insidious in their onset, far-reaching in 
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their effects, and sometimes delayed for many years. 
If there can be any advantage in this power for harm 
it is that unqualified persons are, for the most part, 
deterred from using such a dangerous remedy, although 
I regret to say I have seen several patients who had 
been treated at an institution using rays for 
hypertrichosis which are said not to be X-rays, in 
whom serious disfigurement to the skin has resulted, 
the law apparently being powerless to interfere when 
the sufferers shrink from the publicity of taking legal 
action. 

Effect of Radium Rays.—The gamma rays of radium 
have very much the same effect as X-rays, although 
they have greater powers of penetration, but the 
quantities obtainable and the area of application 
being so small, their therapeutic application is 
somewhat restricted, and the dangers correspondingly 
minimised. Having worked with these three 
therapeutic agents for a great number of years, I do 
not hesitate to say that X-rays are much the most 
valuable in dermatological therapeutics, and as a 
matter of personal experience, I may say that for one 
application of the ultra-violet lamp in private practice 
I use radium perhaps five and X-rays fifty times. 

Therapeutics of Ultra- Violet Radiation.—Turning to 
the results of treatment, and referring first to the 
cutaneous diseases most amenable to ultra-violet light 
radiations, the most notable example is, of course, 
lupus vulgaris. This is the disease to which Finsen 
devoted the greater part of his attention in 1893 and 
1894, and it is still being treated by concentrated 
are-light at the Finsen Light Institute in Copenhagen 
and at the London and other hospitals. To me the 
light treatment of lupus vulgaris has been a 
disappointment. When it was originally introduced 















92 





Dr. ERNEST DORE 


statistics were published claiming 90 per cent. of 
cures, but, judging from my own results of cases 
treated in 1900 to the present day, I doubt if such 
figures as these would hold good if the patients treated 
in the early years were produced now. I venture to 
think the percentage would be very much reduced. 
I will not, however, press this too far, as having made 
some remarks of a similar character last summer, I 
have since been receiving letters from makers of 
ultra-violet lamps offering to send representatives to 
see if my apparatus required renovating! The old 
Finsen treatment, with concentrated carbon light and 
the newer local contact applications of the mercury 
vapour lamp, is excellent, both in being a conservative 
method and in its cosmetic results, but it is tedious 
and slow in the extreme, complete eradication of the 
disease being in my experience a rare phenomenon. 
There is hope, however, of better results now that 
general light baths are being combined with local 
irradiation, and although I am not much impressed 
by the cases I have had treated in London, I believe 
excellent results are obtained at Leysin and at Alton 
and Hayling Island from heliotherapy. Other diseases 
in which good results are claimed are alopecia and 
alopecia areata, some cases of streptococcal and 
staphylococcal infections, certain conditions associated 
with acro-asphyxia, hypertrophic scars and tuberculous 
and septic ulcers and septic sinuses and wounds. This 
is not a very long list, but perhaps you will be able 
to supplement it from your own experience. 
Therapeutic Results of X-rays.—When we come to 
X-rays the scope is much wider, and it may almost 
be said that there are few cutaneous diseases which 
cannot be treated successfully by means of appropriate 
doses. I shall only refer, however, to a few conditions 
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' in which X-rays take precedence over ultra-violet 
: ' rays and radium. I do not propose to deal with the 
| deep-seated X-ray therapy of malignant and other 
tumours, but one form of malignant growth in which 
the skin is chiefly involved, and which is eminently 
amenable to X-ray treatment, is mycosis fungoides. 
In the majority of cases the tumour formations 
disappear almost magically after small doses, and 
although relapses occur and the disease may spread 
with too great rapidity to be controlled by reasonably 
frequent exposures, I have treated several cases where, 
I believe, life has been prolonged for many years by 
this method. In chronic localised psoriasis two or 
more half-Sabouraud doses are generally sufficient 
to remove the patches, but the condition tends to 
recur, as it does after other methods of treatment, 
and X-ray treatment is not advisable in extensive or 
acute cases, although I think the results are more 
reliable than those claimed for actino-therapy. 

Little is known of the action of X-rays on mycosis 
or psoriasis, but no doubt they prevent the rapid 
growth and multiplication of cells which occurs in 
these diseases possibly by altering intercellular tension. 
This is only a suggestion which might apply, not only 
to psoriasis, where there is an overgrowth of cells in 
an upward direction, but also to epithelioma, in which 
the cells grow downwards into the underlying tissues. 
The desiccating action of X-rays is one which I have 
4 never seen noted or explained, and might have some 
. effects in modifying cell-tension. 

O In small rodent ulcers in which radium is the 
t / method of choice X-rays may prove equally useful, 

| but in extensive ulcers they are more valuable than 
e | the former on account of the larger area that can 
| be treated and the greater ease of application. In 
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ulcerative and proliferative lupus and scrofulodermia 
a short course of X-ray treatment is valuable, and 
although the dangers of continued X-ray treatment 
in lupus are now well known, and cannot be over- 
emphasised, we need not be deterred from using 
judicious applications for short periods in properly 
measured and spaced doses. In tuberculous and 
other ulcers X-rays have a remarkably healing effect, 
in spite of the statements sometimes made that there 
is no such thing as a stimulating dose. In acne vulgaris 
X-rays give much better results in my experience 
than vaccines, although great care must be exercised 
in treating the face. In many cases of eczema and 
eczematoid conditions, staphylococcal and streptococcal 
affections, lichen planus, lichenification and localised 
pruritus, X-rays often succeed where all other methods 
have failed, and in the last two affections may be 
considered almost specific. The depilatory effect, so 
dangerous in the treatment of hypertrichosis, and so 
valuable in scalp and beard ringworm (the thallium 
acetate treatment of ringworm of the scalp has on 
account of its unreliability not superseded X-ray 
epilation so far), and to a less extent in staphylococcal 
sycosis, is another instance of the therapeutic value 
of X-rays, and this by no means completes the list. 
Therapeutics of Radium Rays.—Radium, in which 
we chiefly utilise the gamma rays, can be employed 
for many of the cutaneous affections generally treated 
by X-rays, but as only small areas can be dealt with, 
owing to the small quantities at the disposal of the 
practitioner, its action is necessarily restricted. In 
dermatological practice there are four conditions in 
which I have found radium especially valuable. 
Firstly, small rodent ulcers of the face, especially when 
they occur in the usual situations, viz. the inner and 
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outer canthi and eyelids and the sides of the nose, 
where free excision is impossible or unsatisfactory, 
and when cartilage or bone is not invaded. Next 
for keloids, if the area affected is not too extensive, 
radium gives better results than any other form of 
treatment. It is also valuable for vascular nevi, 
of the cavernous type, when other methods are 
contraindicated: and lastly, for painful warts and 
corns. I might mention in detail one or two cases of 
the last which have come under my care, as perhaps 
radium is not sufficiently used for the relief of these 
troublesome conditions when simpler measures have 
proved unavailing. Although of comparatively trivial 
nature, they often give rise to serious results by 
interfering with proper exercise, and leading to 
malposition of the foot from defective walking, not 
to speak of the severe pain and tenderness to which 
they may give rise. 


One of my first cases occurred in a young girl who was 
anxious to visit Cambridge for the May week dances, but was 
prevented by a painful corn on her foot. Twenty milligrammes 
of radium applied for one hour gave her complete relief from 
pain, and she was able to fulfil her engagement and dance 
without any inconvenience. 


A medical man, who was an athlete, had a corn on the sole 
of his foot, which crippled him so much that he had had it 
excised more than once, but without success. Radium applied 
for one hour relieved the pain, and a second application produced 
permanent relief. 


These are only two early cases, and I might mention 
many others which have been successfully treated. 
In some cases, however, especially where the warts 
are very numerous, X-rays are more suitable, and in 
very hard corns radium has occasionally proved 
unsuccessful, probably on account of insufficient 
exposures. 
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I think I have said enough to indicate some 
of the conditions which may be treated by means of 
radiations of varying wave lengths, but we are as yet 
only on the threshold of what promises to be an 
enormous development of the scientific and therapeutic 
use of electro-magnetic vibrations. That there is 
nothing new under the sun is an old and true saying, 
and yet science, by splitting up these rays which have 
existed since the beginning of time, is finding almost 
every day new applications for them. In dermatology 
they have already to a great extent taken the place 
of ointments and lotions, in medicine they are competing 
with drugs and other therapeutic measures, and they f 
are, perhaps, destined to render surgical procedures § | 
crude and unnecessary. | 
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THE EVIDENCES OF HEART FAILURE, 
AND THE SIGNS AND SYMPTOMS OF THREE 
CASES PERSONALLY EXAMINED.* 


BY 


P. CHRISTINE VINE. 


INTRODUCTION. 


A FEW words may be devoted to the term “heart 
failure’ and its underlying causes by way of intro- 
duction. Some explanation is, indeed, necessary, owing 
to the fact that “ heart failure’ is a term applied both 
to a condition in which death occurs immediately, and 
to one in which symptoms appear in such an insidious 


manner that the patient scarcely discerns their onset. 
In spite of the apparent disparity of these two extremes, 
the underlying principle is the same, 7.e. the heart 
muscle has been damaged. When an individual cannot 
maintain an efficient circulation during the performance 
of the usual activities of daily life he then suffers from 
heart failure. 

During recent years the whole conception of heart 
failure has been revolutionised. The old school of 
thought based their theories on the fact that a valve 
of the heart had become defective. They maintained 
this to be the primary cause of the heart failure. They 
believed that in time all four chambers of the heart 
became involved, and the prognosis depended on 
whether compensation was established or not. In the 
former case hypertrophy of the heart muscle occurred, 
but in the latter dilatation. The new school holds that 

* A British Medical Association Prize Essay. 
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heart failure is due to injury to the muscle wall of the 
heart. Usually the extent of the damage is such that 
a valve is involved, though this does not necessarily 
occur. If the muscle is damaged to any considerable 
extent, heart failure will become evident even if all the 
valves are intact. This damage is considered to be the 
primary cause of dilatation. 

The causes of injury to the heart muscle may be 
classified under three headings :— 

1. Infections, as in rheumatism, ulcerative endo- 
carditis and syphilis. 

2. Intoxications, such as thyroid, alcohol and 
bacterial toxins, e.g. pneumococcal and diphtheria 
toxins. 

3. Degenerations, such as those caused by high 
blood pressure and senility. 


CLINICAL EVIDENCES OF CARDIAC FAILURE. 


These may be divided into two main groups, as it 
generally manifests itself in one of two ways :— 

1. By the onset of symptoms due to an inefficient 
flow of blood through the organs of the body. Some- 
times this is known as the congestive type. 

2. By the occurrence of pain due to exhaustion of 
the heart muscle. This is known as the anginal type. 

Under the first of these headings several signs and 
symptoms may be considered. 

Dyspnea.—This is perhaps one of the most 
important symptoms, as it is one of the earliest 
manifestations of heart failure, and is rarely absent in 
any individual suffering from the congestive type of 
heart failure. 

It has been shown by Peabody, Meyer and Du Bois! 
that patients suffering from cardiac dyspnoea have a 
slightly increased metabolic demand for the intake of 
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oxygen. This, however, is not sufficient to cause 
breathlessness during rest. The chief cause is the 
inability on the part of the heart muscle to pump 
sufficient blood to the medulla; another result of the 
same inability is a deficient oxygenation of the blood, 
and in the same way an acidosis is set up in the 
capillaries due to excess carbon dioxide. A second 
cause, no doubt, exists in the pulmonary congestion, 
and, if present, pulmonary cedema, both of which 
reduce the respiratory capacity. These factors, by 
producing a state of deficient ration of the blood, are 
liable to cause damage to the myocardium, and in 
consequence a dangerous vicious circle may be set up. 

In order to determine whether shortness of breath 
on exertion be due to cardiac disease or not, it must be 
compared with the patient’s previous powers of exertion 
without the production of respiratory distress. One 
individual may undertake a great deal more exercise 
than another without becoming short of breath. The 
greater the damage to the heart muscle the more 
readily will breathlessness be induced. 

Orthopnea.—-If an individual suffers from slight 
dyspnoea on exertion and the condition is rapidly 
progressive, in due course he will suffer from constant 
dyspnoea, 7.e. he will be dyspneeic during rest. This is 
known as orthopneea, when the patient is compelled to 
assume a sitting posture. An attack of orthopnoea may 
be brought on by prolonged over-exertion in cases 
exhibiting only a comparatively slight degree of cardiac 
failure. This fact was illustrated by a case seen at the 
Bristol General Hospital in June, 1926. The patient 
was a girl aged 18, who had suffered from rheumatic 
fever when 34 years old. For several years she had 
maintained fairly good health, but during the last six 
months previous to admission her work had been of a 
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somewhat strenuous nature. During two months of 
this time she had been a chamber-maid in one of the 
largest hotels in Bristol. Owing to the fact that she 
had been carrying heavy loads, she had developed some 
scoliosis of the spine. On admission the patient stated § 
that she walked several miles only a few days previously, 7 
On examination she showed several signs of heart 
failure, particularly orthopneea. Her condition greatly 
improved with rest and treatment. Sometimes sufficient 
rest will cause orthopncea to disappear entirely. When 
orthopneea occurs in patients who have not been over- 
exerting themselves it is a grave sign. It may mean 
that the heart has become arrhythmic ; for instance, it 
may signify the onset of auricular fibrillation some 
days or hours previously. In such cases it is usually 
accompanied by other signs of cardiac failure. 

Cheyne-Stokes Breathing.—By this is meant a form 
of periodic respiration in which at regular intervals a 
period of apnoea (7.e. entire absence of respiration) 
occurs, and may last from 10 to 60 seconds. At the 
end of this time respiration recommences, but is at 
first almost imperceptible. The inspirations and 
expirations gradually become more and more forcible 
until a maximum is reached, after which they diminish 
in force until the period of apnoea is reached. When 
Cheyne-Stokes breathing occurs as a sign of cardiac 
failure, it is usually of serious import. It signifies 
myocardial degeneration, and is therefore often seen in 
senile heart cases. It may occur in combination with 
auricular fibrillation or with auricular flutter. 

It is not necessarily, however, a sign of cardiac failure 
if it occurs apart from other signs. It may occur in 
elderly people, living fairly active lives, and is then of 
little significance. It may also occur in people with a high 
blood pressure and in cases of advanced arteriosclerosis. 
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Cheyne-Stokes breathing is most commonly seen 
whilst the patient is sleeping, but it may occur whilst 
the patient is sitting quietly in a chair. Its presence 
should be suspected when the patient complains of being 
constantly awakened out of his sleep by a feeling of 
suffocation. The individual may awake in such a 
terror-stricken state that he jumps out of bed. Some- 
times a patient will fall asleep during the apnoeic period, 
but will awake and resume his trend of thought when 
respirations return. 

Cardiac asthma.—This is a _ peculiar form of 
dyspnoea which is a manifestation of heart failure. It 
also occurs most frequently during the night. It is 
characterised by very severe dyspnoea, the onset of 
which is extremely sudden. The patient awakes out of 
his sleep with a great sensation of suffocation. He is 
compelled to sit up, and the breathing is extremely 
laboured. Respirations may be accompanied by 
wheezing sounds, and the patient may expectorate a 
considerable amount of frothy sputum. 

This dyspnoea may last as long as half an hour or 
longer. If it occurs during the night the patient 
usually prefers to remain propped up in bed. Further 
sleep is often troubled and disturbed. It may indicate 
myocardial degeneration, and it frequently occurs in 
senile heart cases. It is also a manifestation of heart 
failure following high blood pressure, or in cases in 
which arterial changes have taken place. Occasionally 
it is seen in patients in middle life suffering from heart 
disease. It may be associated with angina pectoris, 
when it is an exceedingly grave sign. 

Cerebral symptoms.—Insufficient driving power of 
the heart, resulting in an inefficient flow of blood to the 
brain, is sometimes the cause of cerebral symptoms, 
such as giddiness. This may be of a mild degree or 
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sause the patient to fall. In severe cases there may be 
complete loss of consciousness. The Adams-Stokes 
syndrome is sometimes seen, a condition characterised 
by a paroxysmal infrequency of the pulse associated 
with epileptiform attacks. This is usually a consequence 
of auriculo-ventricular heart block, and the blood 
supply to the brain may be completely arrested. 
Sometimes the patient exhibits unusually early fatigue 
after mental effort, or a loss of memory. Hallucinations 
or insanity may be present, the patient becoming 
restless, or even violent. This is also sometimes a 
characteristic of myocardial degeneration of senility. 
Cyanosis.—The diminished arterial supply, leading 
to deficient oxygenation of the blood and accumulation 
of carbon dioxide, results in a bluish flush of the skin, 
chiefly of the cheeks and extremities, known as cyanosis. 
Later these parts, the lobes of the ears and the nose, 
may show lividity. Cyanosis is more frequently seen 
in cases of mitral disease than aortic, as in the former 
condition there is a great venous engorgement due to 
obstruction or regurgitation of blood at the mitral valve. 
(Hdema.—Several factors appear to determine the 
appearance of this sign of heart failure. It occurs in 
patients in whom there is a central obstruction to the 
circulation due to valvular disease of the heart, or to 
general cardiac weakness. If the patient is up and 
about this cedema is seen first in the feet and _ legs, 
but if the patient is in bed it will be more marked in 
the lumbar region of the back or in the dependent 
parts of the lungs. This demonstrates that gravity is 
one of the factors. In chronic heart disease there is 
always a long-continued increase of pressure in the 
capillaries, and in cases in which there is great venous 
engorgement there is the additional factor of diminished 
absorption by the veins. Cases have been recorded in 
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which complete obstruction of the inferior vena cava 
has been found on post-mortem examination, but the 
patient has shown no signs of cedema. This proves that 
increased pressure in the capillaries and decreased 
absorption by the veins are not the only causal factors. 
Another, probably, is some damage to the capillary wall 
and surrounding tissues caused by the increased 
pressure and the malnutrition of the tissues, which is 
the inevitable result of the inefficient blood supply. 
It is possible that this injury to the capillary walls, 
allowing of an increased transudation of lymph, is the 
main causal factor. 


(idema round the ankles occurs in many healthy 


individuals after standing for some considerable time. 
It is also present in certain other diseases, such as 
nephritis. It must not be taken as a sign of cardiac 
failure unless other signs of heart disease are present. 
Enlargement of the liver.—Swelling of the liver in 
cardiac disease is due to localised cedema. One of the 
factors in its production is that normally the force of 
the circulation is least in such organs as this and the 
kidneys. The commonest cause of chronic venous 
congestion of the liver is mitral disease. It may also 
occur as the result of obstruction to the pulmonary 
circulation. If pulsation of the liver is felt, the enlarge- 
ment is cardiac in origin. When determining the cause 
of liver enlargement, an examination of the physical 
signs of the heart is important, as it should only be 
considered a sign of cardiac failure when occurring in 
combination with dilatation of the heart. 
Albuminuria.—If albumen is found to be present in 
the urine, an estimation of the amount should always 
be obtained as by Esbach’s test. A considerable amount 
of albumen may be found in advanced heart failure. 
Albuminuria is a result of chronic venous congestion of 
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the kidneys; the more severe the congestion the 
greater is the amount of albumen in the urine. 

(Edema of the lungs.—Finally, another sign due to a 
deficient output of blood is cedema of the lungs. The 
patient suffers at the same time from orthopnoea and, 
owing to the fact that he has assumed a sitting posture, 
cedema is usually found at the bases of the lungs. _ Its 
presence may be detected by auscultation ; in the early 
stages fine crepitations will be heard during the first 
deep inspiration. In time, if the condition is progressive, 
the crepitations become persistent and are heard during 
every inspiration. 

The anginal form of heart failure, 7.e. the second 
type mentioned under which another group of evidences 
can be placed, may now be considered. This form of 
heart failure is characterised by pain, the cause of which 
is exhaustion of the heart muscle ; the output of blood 
may not be altered to any extent from the normal. In 
some cases, however, both forms of heart failure are 
present at the same time. 

The pain may be a constant full ache in the 
preecordium, or a recurring sharp pain; a more serious 
form of pain, however, 1s that known as angina pectoris. 
This latter occurs in attacks, and is brought on by 
effort. Usually the pain is an immediate result of the 
exertion. The typical pain of angina pectoris is always 
felt in definite regions, across the left side of the 
chest (including the region of the sternum), in the left 
arm, but in rare instances in the right arm ; it may also 
occur at the back of the neck behind the ear and along 
the jaw. The pain is of a radiating character usually, 
though it may remain localised in some part of the chest. 
It most commonly passes from the chest to the left 
armpit or shoulder (occasionally it passes to both arms), 
then it travels down the arm on the ulnar side, not 
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usually farther than the elbow, although it may travel 
as far as the tips of the fingers, affecting the little and 
ring fingers. 

The common causes of angina pectoris are sclerosis of 
the coronary arteries and syphilis. The associated 
cardiac condition present may be fibroid myocarditis or 
an aortic lesion such as an aneurysm, syphilitic aortitis, 
or aortic incompetence. When angina pectoris occurs 
in any one of these it is a grave sign, as the condition 
has usually advanced to an extreme degree before 
the occurrence of pain. An estimate of the damage to 
the heart muscle can be obtained by finding out the 
amount of effort the patient can make under favourable 
conditions, and by noting the effect of treatment. 

Other evidences of the above-named diseases will be 
found on careful examination of the patient, such as 
enlargement of the heart. The old school of thought 
laid a great deal of stress on the differentiation between 
hypertrophy and dilatation. In practice, however, this 
differentiation is by no means easy. 

Another symptom accompanying or preceding an 
attack of angina pectoris is a sense of constriction of the 
chest. Occasionally this is a more distressing symptom 
to the patient than the pain. It is probably due to a 
contraction of the intercostal muscles. 

A sense of depression sometimes accompanies an 
attack of angina pectoris. The patient has a feeling of 
impending death. This depression is not pathognomonic 
of angina pectoris, it sometimes occurs in auricular flutter. 

Vaso-motor disturbances are discernible in some. 
This may take the form of pallor or of flushing. Both of 
these disturbances are followed by profuse perspiration. 

An increased flow of saliva occurs in some patients 
during an attack. This is particularly liable to occur 
if the pain is in the jaw. 
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An. increased flow of urine frequently follows an 
attack, and large quantities may be passed. 






PHYSIOLOGICAL TYPES OF CARDIAC FAILURE, WITH 
ILLUSTRATIVE CASES. 

Various means and mechanical contrivances have 
been devised whereby certain evidences of heart failure 
can be detected. For the purpose of dealing with these 
and their application, heart failure may be divided 
physiologically into three different groups. The heart 
is composed of three parts, each having its own peculiar 
function. They are (a) the auricles, in which the 
contraction wave is originated, and which by their 
contraction drive the blood into the ventricles ; (b) the 
ventricles, which by their forcible contraction drive the 
blood through the body; (c) the regulating system, 
consisting of the sino-auricular node, auriculo-ventricular 
node and bundle. The three groups then are termed 
auricular, ventricular and auriculo-ventricular failure. 
There is no fast line of demarcation between these three 
types. A patient suffering from auricular failure 
eventually dies from ventricular failure. On the other 
hand, a patient suffering from advanced ventricular 
failure, as in syphilitic aortic incompetence, may 
suddenly develop an arrhythmia due to auricular 
fibrillation. Each group, however, has _ certain 
distinctive evidences. 

Auricular failure occurs in its most characteristic 
form in advanced cardiac rheumatism. It has four 
main features. The first is total arrhythmia, no trace 
of regular rhythm remaining. The pulse is usually 
rapid and very irregular in force and frequency ; the 
heart beat, however, is even more rapid, as a number 
of the less forcible contractions fail to reach the wrist. 

The second sign is the loss of all evidence of auricular 
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systole. On auscultation no presystolic murmur is 
heard, and on palpation no presystolic thrill is felt, 
although these may have been marked features of the 
case before the onset of auricular failure. If a polygram 
be taken the jugular curve shows no evidence of an 
auricular systolic movement. Its absence is also shown 
by an electro-cardiogram. 

3y means of the last two methods mentioned, the 
third sign, 7.e. auricular fibrillation, can be demonstrated, 
minute, rapid, irregular movements being recorded. 

The fourth sign is the increase in severity of dyspnoea, 
cyanosis, jugular distension, liver enlargement and 
crepitations in the lungs observable shortly after the 
onset of auricular failure. 








Case 1.—E. T., female, aged 54. Married. Admitted to the 
Bristol General Hospital in September, 1925. Died five weeks 
later. 

Diagnosis.—Chronic cardiac rheumatism with auricular 
fibrillation. 

History—One month previous to admission the patient 
developed bronchitis and remained in bed for a fortnight. 
She then got up for three days, but was compelled to return 
to bed again, her cough being very troublesome. A severe 
attack of breathlessness and palpitations followed. During this 
attack she vomited once. 

Previous history.—Four attacks of rheumatic fever. During 
the last seven years she had suffered from heart trouble, and 
had frequently complained of pains round the heart. 

Condition on admission :— 

Temperature, 97-6° F. Pulse rate, 72. Respirations, 24 per 
minute. The patient looked ill and pale, with slight cyanosis of 
the cheeks. The posture assumed was semi-upright. Consider- 
able dyspnoea present. Tongue clean but dry. Slight edema 
of the legs and lumbar region of the back. Sleep rather inter- 
mittent, poor. Bowels opened fairly regularly. Micturition, 
normal. 

Pulse feeble, very irregular in force and frequency. Blood 
pressure, systolic 130, diastolic 70. Apex beat in left sixth 
space four inches from the mid-line. Very diffuse. 
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Area of cardiac dullness, left border of the sternum, four 
inches from the mid-line in the sixth left space; in the third 
left rib above. ; 

Heart sounds extremely irregular. A systolic murmur was 
discernible, however, and was loudest at the apex, but was also 
faintly heard at the base over the aortic area. This systolic 
murmur was conducted out to the axilla. ‘ 

Percussion note was found to be slightly impaired at the 
right base. Vocal fremitus, vocal resonance and breath sounds 
were normal. 

Abdomen.—Area of liver dullness was found to extend down 
as far as two inches below the costal margin. No other abnormal 
signs were found. 

Nervous system, normal. 





Urine.—Specifie gravity = 1008. Reaction, acid. No blood, 
albumen or sugar present. 

A fortnight after admission the patient showed greater 
cyanosis. Dyspnoea was very severe at times. She had assumed 
an almost completely upright sitting posture. An adema of the 
left arm had developed, and the veins over the left side of her 
chest were very dilated; the right side was normal. During 
the last three weeks of life the patient became even more 
dyspnoeic, and she vomited several times. 

Ventricular failure usually occurs as the result of 
high blood pressure or aortic incompetence, syphilis 
being a common cause. This is a more serious condition 
of affairs than signs of heart failure due to a bacterial 
intoxication as in diphtheria. In this latter condition 
there is always the possibility that with efficient nursing 
the patient may recover. In the former, however, death 
is the inevitable result, as the condition is gradually, 
if not rapidly, progressive. This type of failure is 
characterised by dyspnoea and cyanosis, which is 
chiefly due to right ventricular failure, and is seen in 
one of its deepest forms in pulmonary atheroma. 
(idema is another early sign. Pain is due to left 
ventricular failure. This subject has been previously 
discussed, except for the pain due to coronary throm- 
bosis. This takes the form of a sudden attack of pain 
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It lasts for several hours, but gradually dies away, 
and the patient partially recovers. A few days 
later, however, a second attack occurs with a fatal 
result. 

The blood pressure taken by means of a sphygmo- 
manometer is often useful in detecting ventricular 
failure. Some useful signs obtained by it are :— 

(a) A low systolic pressure in comparison to the 
diastolic, particularly significant when the systolic 
pressure has fallen rapidly. 

(b) Alternation of the pulse can be detected if 
present. This is called *‘ pulsus alternans,” and is due 
to inefficiency of the left ventricle. 

Certain signs of ventricular failure can be obtained 
by examination of the chest. They consist in a dis- 
placement of the apex beat outwards and to the left, 
and a rapid increase in the area of cardiac dullness. 
Faint heart sounds and tripling of the heart sounds 
(i.e. when a third sound is heard between the first and 
second sounds) may indicate ventricular failure. 


Case 2.—H. S8., female, aged 59. Married. Admitted to 
Bristol General Hospital on September 23rd, 1925. 

Diagnosis.—Chronic cardiac rheumatism with aortic valvular 
disease, in which auricular fibrillation had occurred. 

History.—Patient complained of severe breathlessness for 
twelve months previous to admission, worse at night than in 
the day. This had recently increased in severity. For several 
months she had noticed an increasing distension of her abdomen, 
and for four months had complained of swelling of her legs. 

Previous history. —- Rheumatic fever twenty - five years 
previously. 

Condition on admission :— 

Temperature, 965° F. Pulse, 88. Respiration, 28 per 
minute. Posture, semi-upright. Deep cyanosis and severe 
dyspnea. Considerable edema of back and legs. Sleep, very 
poor. Bowels opened regularly. Micturition normal. 
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Pulse, irregular in force and frequency. Tension fairly high. 
Supra-sternal pulsation present with a well-marked thrill. Apex 
beat in fifth left space, five and a half inches from the mid-line. 

Area of cardiac dullness, third left rib above ; right sternal 
border to five and a half inches from the mid-line in fifth left 
space. There was also an area of dullness over the 
manubrium. 

Heart sounds, irregular. At the apex, first sound replaced 
by a long systolic murmur. Second sound very faint. At the 
base, in the second right space (?.e. the aortic area), first 
sound replaced by a long systolic murmur. Second sound 
faint. At the second left space (7.e. at the pulmonary area) 
first sound was replaced by a long systolic murmur. Second 
sound slightly accentuated. A diastolic murmur was heard in 
the fourth left space near the sternum. 

Lungs, normal. 

Abdomen.—Distended and tense. Fluid thrill felt. Liver 
palpable, extending down about half an inch below the right 
costal margin. 

Nervous system, normal. Wassermann reaction negative. 

September 26th.— Abdomen soft and flabby. Shifting 
dullness but no fluid thrill. Blood pressure, right arm, systolic 
135, diastolic 105; left arm, systolic 135, diastolic 115. 

October 10th.—The apex beat of the heart was four inches 
from the mid-line. 

Area of cardiac dullness, third left rib above ; mid-sternal 
line to four inches external to the mid-line in fifth left space. 
The liver had decreased in size considerably. 

November 2lst.—The rhythm of the heart was regular. 
Loud systolic and soft diastolic murmurs present at the apex. 

Systolic and diastolic murmurs present over aortic area. 
The diastolic murmur could be traced down the left border of 
the sternum to the apex, whilst the systolic could be traced 
up into the carotids. 

The patient was discharged on November 24th. 


Auriculo-ventricular failure. — This results from 
disturbance of the conducting system. Arterial lesions 
and gumma are the common causes. It may be 
manifested in three degrees :— 

(1) The a-c interval in the jugular pulse may be 
lengthened. 
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(2) Ventricular beats may be dropped owing to 
occasional blocking of the passage of the stimulus from 
auricle to ventricle. 

(3) A condition of heart block may exist when the 
auricles beat at twice or even four times the rate of the 
ventricle, or in cases of complete block the auricles and 
ventricles each beat at their own speeds. 


Case 3.—G. P., male, age 51. Occupation, fish merchant. 
The a gave a history of Adams-Stokes syndrome. He 
complained of having had attacks of fainting for four years. 
Sometimes the attacks occurred every few minutes and 
continued for several weeks, after which a period free from 
attacks followed. He also complained of a tightness at times 
in his chest but no pain. 

History of attack.—Patient suddenly caught his breath, and 
lost consciousness for a few seconds. Extreme pallor was 
followed by excessive flushing as consciousness returned. 
Afterwards he suffered from headache. 

Previous history.—(a) Rheumatic fever three times; (6) 
Frequent pains in joints. 

Condition on examination.—Patient was somewhat pale. 
His movements were slow. Attitude, stooping. No dyspnoea 
and no cedema. Marked pulsation on both sides of the neck. 

Cardio-vascular system.— Pulse, 64 per minute, slightly 
irregular in force and frequency. Tension good. 

Blood pressure, systolic 160, diastolic 82. 

Cardiac impulse visible to the left of the nipple. 

Apex beat palpabie five and a half inches from mid-line in 
the fifth left space. 

Area of cardiac dullness (mapped out by percussion with 
some difficulty, as the patient was very muscular), from third 
left rib above; left sternal border to one inch outside the 
nipple line in fifth left space. 

Heart sounds, very faint. At the apex both sounds were 
faintly audible. A murmur of the nature of a pericardial rub 
was heard in the fifth space over an area of two square inches 
extending from the nipple line towards the axilla. It was 
systolic in time. At the base a similar murmur was heard over 
the pulmonary area, and it masked the first pulmonary sound. 
The second pulmonary sound was slightly accentuated. Over 
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the aortic area the first sound was not heard, the second sound 
was faint. 

Lungs and abdomen, normal. 

Nervous system, knee-jerks active. No other abnormal signs 
present. 


X-ray examination of the chest by screening the’ patient 
showed the heart to be greatly enlarged, all the enlargement 
being left-sided. The greatest horizontal measurement was 
eight inches. The ratio of the greatest width of the heart to 
the width of the chest at that level was calculated to be 1 : 1°7. 

























































































Electro-cardiogram (taken on the same day that the general examination 
was made). 


(1) Heart rate, 66 per minute. 

(2) Leads I, If and [II show delayed conduction of the auriculo-ventricular bundle, the P—R 
interval being more than 4/25 second. It gradually increases frcm 9/25 to 13/25 seconds, and 
occasionally conduction fails. Lead III therefore shows a dropped beat. 

(3) QRS shows notching in Lead I. 

(5) Lead I—P is probabiy buried in 'T. Levd ITI—P is inverted. 


Atropine was administered to this patient with excellent 
results on several occasions. This proves that the vagus 
was an important factor in producing the depression of 
conduction. 

I have to thank Dr. Odery Symes, Dr. Carey 
Coombs and Dr. Carleton for permission to make use 
of their cases. 


REFERENCE. 
1 Medical Science; Abstracts and Reviews, Nov., 1924: Abstract 
on Dyspnoea by J. H. Means. 
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OCULAR MANIFESTATIONS FOLLOWING 
{NCEPHALITIS LETHARGICA.* 


BY 


A. MicHAarEL CRITCHLEY, M.B., Cu.B. Bristol, 


Casualty Officer, Royal Free Hospital ; late House Surgeon, 
Bristol General Hospital. 


ENCEPHALITIS LETHARGICA, from its initial phase to 
the final stages of chronic encephalitis, presents a 
large variety of ocular signs and symptoms. These eye 
changes are very varied, yet some are so constant as 
to be most valuable aids to diagnosis both in the early 
and late stages of the disease. The following article is 
a résumé of the ocular manifestations of encephalitis 
lethargica based upon personal observations of 72 
patients. 


A. PUPILLARY ABNORMALITIES. 

(1) Unequal Pupils.—Anisocoria is a fairly common 
occurrence both in acute and chronic encephalitis. 
Duncan! found pupillary inequality in 29 of his series 
of 75 cases, associated in nearly every instance with 
some other defect, such as irregularity or impaired 
reactions. 

(2) Irregular Pupils.—This group includes cases of 
non-circular and eccentrically placed pupils. Such 
irregularities have frequently been described, though 
present but rarely in my series. 


* Barrett Roué Prize Essay. 
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(3) Argyll-Robertson Pupils.—The syndrome of a 
pupil reacting on accommodation, but not to light, is 
sometimes found in this disease, especially in the late 
stages, and unless other physical signs are present, 
difficulty in diagnosis may quite easily arise. The 
occurrence in encephalitis of Argyll-Robertson pupils, 
together with absent knee-jerks, was first recorded in 
1919 by Naéf? of Munich. Since then it has been 
occasionally reported. 


(4) Sluggish Pupils.—In certain cases of chronic 
encephalitis the pupillary reactions, though present, 
may be abnormally sluggish in their time reactions. 
Moreover, the amplitude of the reflex dilatation and 
contraction of the pupil may be abnormally small. 
Duncan found this impaired briskness of reaction in 
28 per cent. of his cases. 


(5) Failure to React on Accommodation. —One ot 
the most characteristic features of a typical post- 
encephalitic is an inability of the pupil to react on 
accommodation, whilst the reaction to light remains 
brisk. This abnormality is found in all types of chronic 
encephalitis, and is of immense value from a medico- 
legal standpoint, as it may be one of the few signs 
present in a case of conduct alteration following an 
attack of encephalitis lethargica. In Duncan’s series 
pupillary reaction on accommodation was lost in 49 
per cent., a figure which is low compared with my 
own. 


B. DISORDERS OF THE EYELIDS. 


Almost every case of chronic encephalitis presents 
some changes in the eyelids, and a diagnosis of the 
disease can frequently be made from observation of 
these phenomena alone. 
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|. Ptosis.—Ptosis has been frequently described in 
all phases of this malady, and may in any stage be 
either unilateral or bilateral. It is most commonly 
seen at the onset of the disease. The Government 
Report * in 1918 on epidemic encephalitis states that 
over 50 per cent. of cases had ptosis at the onset. 


2. Lid Retraction.—The typical staring gaze of the 
post-encephalitic Parkinsonian is often accentuated by 
a definite retraction of the eyelids. It gives a look of 
exophthalmos to the patient, and von Graefe’s and 
Stellwag’s signs may be positive. This retraction is 
sometimes variable, and is not always present. It may 
actually alternate with ptosis, so that at one examination 
the patient may have ptosis, and when next seen lid 
retraction may be marked. 


3. Blepharoclonus.—This sign is said to be present 


when, on closing the eyelids, the lids are thrown into 
a series of rapid clonic movements, of fairly large 
amplitude. These clonic movements are regular in 
their rate and amplitude, and persist so long as 
voluntary closure of the eyelids is maintained. When 
the eyelids are closed in sleep, no movements are seen. 
According to Hall? this tremor is brought out and 
exaggerated by an attempt on the part of the patient 
to open his eyes quickly. This flickering of the closed 
eyelids resembles that seen in neurasthenia, but differs 
in being much coarser. 


4. Diminished Blinking.—Parkinsonians are found 
to blink less often than the normal individual. As a 
result the surface of the eyeball is not adequately 
lubricated, and foreign bodies are apt to injure the 
conjunctiva ; hence blepharitis and conjunctivitis may 
be found as complications of this state. The infrequent 
blinking is another factor in the production of the 
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typical Parkinsonian stare. The impression thus given 
is one of fixity of gaze; suggesting, in turn, fixity of 
ideation or mental concentration. Such an impression 
may be quite false, for in the post-encephalitic the 
facial expression frequently belies the true emotional 
content. 


5. Blinking Sign on Lateral Deviation.—This 
phenomenon, though not unknown in _ normal 
individuals, is highly characteristic of the Parkinsonian 
syndrome. Kinnier Wilson,® who first reported it, 
described it as follows in his Croonian Lecture :— 
‘*“ When the Parkinsonian is asked to make a series of 
successive right and left conjugate deviating movements 
of the eyeballs . . . he very frequently blinks his 
eyelids as the eyes pass from one extreme lateral 
position to the other. The blinking movement, of 
which he appears to be unaware, is sometimes quick, 
sometimes slow and deliberate. In more than one case 
a quick double eyelid flicker has been distinctly and 
repeatedly observed.” This sign may depend on the 
dryness of the conjunctiva through diminished blinking, 
necessitating the act of blinking to lubricate the eyes 
before they can move easily. 

6. On Convergence the Eyelids remain up.— 
Normally when a person looks at a near object, the 
eyes converge, the pupils contract, and the upper lids 
gracefully lower. in chronic encephalitis each 
component of this co-ordinate movement complex is 
upset: the eyes do not converge, accommodation 
of the pupil is often lost, and the eyelids remain 
elevated. 


C. DisorpeRS oF MOVEMENTS. 
1. Limitation of Movement. The majority of 
post-encephalitics are unable to converge, which is 
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of course a limitation in the range of movements, 
but it is so frequent and important a sign that it 
is reserved for a separate paragraph. In addition to 
inability to converge, some cases are unable to 
move their eyes in a particular direction. This 
limitation of full ocular movement may only occur 
in lateral deviation, less rarely on upward and 
downward deviation. 


2. Punctuate Movements.— Generalised rigidity, 
often of the ‘‘cog-wheel”’ type, together with a 
slowness of movement (or bradykinesia), is generally 
found in Parkinsonism. A similar type of movement 
is present in the voluntary muscles of the eyeball, so 
that the eye moves in a characteristically jerky 
fashion. This phenomenon is best observed during 
lateral movements of the eyes. It may possibly be 
the expression of a similar hypertonus in the extrinsic 
ocular muscles. 


3. Diplopia.—Often the only clue to the date of 
onset of encephalitis lethargica is a history of “‘influenza”’ 
or a * cold,” which was accompanied by a brief spell of 
double vision. This diplopia is caused by a disturbance 
of synergic action of the muscles rather than by isolated 
paralysis or paralyses. If the diplopia persists, and is 
present in the chronic stages, there is then found some 
paralysis, though rarely associated with strabismus. 
Chambers ® has pointed out that in some of these cases 
the diplopia is only present with distant fixation. 
There is much to suggest that distant fixation is an 
active function carried out by the simultaneous and 
synergic contraction of both external recti, with a 
corresponding relaxation of the internal recti. Diplopia 
may in such cases, therefore, be the expression of a 
weakness of divergence. 


Vor. XLV. 
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4. Strabismus.—Strabismus is quite common in the 
acute stages, but in the chronic phase is less often seen. 
Frequently the squint only occurs when looking in a 
certain direction, and is found to be due to a mild 
degree of paresis of a single muscle. 

5. Paralysis of Convergence.—One of the chief 
distinctions between Parkinsonism due to encephalitis 
lethargica and that due to paralysis agitans is that in 
the latter there is never any difficulty in converging, 
unless the subject be very advanced in years, whilst 
in the former convergence is lost. On attempting 
to converge, the eyes may look towards the nose 
temporarily, but almost immediately one eye will 
deviate outwards again. 

6. Oculo-gyral Crises (Tonic Eye Fits).—These 
crises are of immense interest, and the theories as to 
their pathogenesis have caused considerable controversy. 
The crises consist in a spasmodic conjugate deviation 
of the eyes usually in an upward direction, coming on 
in paroxysms, and lasting for a period varying from a 
few seconds to hours. They are often accompanied by, 
or rather are part of, a generalised convulsion. These 
attacks are a late complication of epidemic encephalitis, 
and are not common. Bing’ found only three cases of 
tonic eye fits amongst three hundred encephalitics ; 
Wimmer ®& found five cases from a similar number of 
patients. There is some evidence to suggest that they 
are becoming commoner. A fuller discussion of these 
phenomena appears later. 


INCIDENCE OF OCULAR SYMPTOMS. 
The following table shows the number of times each 
ocular manifestation was found in my series of 72 chronic 


encephalitics, and the percentage incidence as compared 
with Young’s® tables :— 
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TABLE I, 


Number Per- Young’s 
ot Cases. | centage. percentage 





Blepharoclonus .. .. .. .. 69 | 95°8 | 92 
Punctate eye movements... .. 64 | 88-8 | 64 
Diminished blinking .. .. .. 68 | 87:5 | — 
Loss of convergence .. .. .. 59 82-0 81 
Loss of accommodation pul” “ee 50. | «69°5 64 
“ Bimking sign” .. °°... «2 «: 47 | 65°3 | 67 
Sas ke SK oe -eeD fas 37 51°4 | 41 
Lid retraction ia Wk eae ee 19 | 26°4 — 
Maa Ae ae es cae” tes 15 20°8 — 
Unequal pupils .. .. .. .. 9 12°5 — 
Limitation of movements .... 9 12°5 — 
Pupil reaction poor or lost .... 8 11-1 13 
Pe 4k st ee. ae) Se 7 9-6 — 
Sluggish pupils .. .. ..) .. 6 oi — 
Oculogyral crises 4 5°6 — 
Irregular pupils ser > 4 4 5°6 -— 
Argyll-Robertson nl ‘cig? ada 2 2°8 ~ 

Nystagmus.. ie ak — 2°8 — 


Pupil reaction to light poor or lost — | be 


The ocular signs may accompany : any y ty pe of chronic 
encephalitis. My cases were of the following types :— 
v 2 “¢ 


TABLE II. 





Parkinsonism .. , - 53 
Parkinsonism with respiratory disorder 10 
Parkinsonism with conduct change .. 4 
Parkinsonism with conduct change and 
palilalia ea ii - i) 1 
Sleep inversion only .. eh wa 1 
Conduct change only .. “is ei 4 


The value of the less obvious and finer ocular 
signs in the diagnosis of chronic encephalitis in non- 
Parkinsonians will be seen from the following cases :— 


Cases of Conduct Change only. 

1. Female, age 15 years. Accommodation and convergence 
normal. No diplopia. Blinking normal. Punctate eye 
movements. Definite blepharoclonus. 
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2. Female, age 10 years. Accommodation poor, con- 


vergence lost. Eye movements even. No diplopia. Blinking 
normal. Blepharoclonus present. 


3. Male, age 15 years. Accommodation and convergence 
lost. Eye movements jerky. No diplopia. Blinking less 
frequent. Blepharoclonus present. 

4. Male, age 16 years. No accommodation, no convergence. 
Ocular movements smooth, but limitation of movements on 
looking towards left. No diplopia. Blinking less frequent. 
Definite tremor of eyelids. 

Case of Sleep Inversion only. 

Female, age 21 years. Accommodation and convergence 
lost. No jerky movements. Right external strabismus. 
Diplopia. Blinking normal. Blepharoclonus. 


OCULOGYRAL CRISES. 

Until the last three or four years these crises were 
practically unknown, possibly because they are rather 
late sequele of encephalitis. To the best of my 
knowledge the first case was recorded in November, 
1923, by Hohman.!° His patient was a street-car 
conductor, who was discharged from his employment 
because ‘“‘his eyes turned up, and he could not get 
them down.”’ Since then many cases of this interesting 
phenomenon have been recorded. 

As previously mentioned, the ocular crises consist 
in spasms of conjugate deviation of the eyes, usually in 
an upward direction. The fits may occur at any time, 
but most commonly when the patient is tired, as in 
one of my cases, or under the influence of emotional 
stress. As a rule the attacks are sudden in onset, but 
sometimes the patient has premonitory symptoms. 
During the fit itself nystagmoid jerkings of the 
eyes may be observed, and occasionally, as in my 
third case, a definite spasm of the orbiculares 
palpebrarum may occur, so that the patient is unable 


to open his eyes. 


a 


h 
tl 


al 


sle 
fu 
in 

th. 
0c’ 


Su 


dey 

dis 
pro 
rea 
Hei 
clor 
the 

mo} 
bee} 
thir 
€XCi 






ist 
in 





ENCEPHALITIS LETHARGICA 


The oculogyral crisis is found only in the Parkinsonian 
syndrome, and may form part of a more generalised 
tonic fit. Thus simultaneous spasms of the arm, facial 
and respiratory muscles, as described by Bing, may be 
associated with the ocular spasms (Case 1). During the 
fit the patient does not lose consciousness, but may 
complain of visual hallucinations. Pascheff! describes 
a ‘tic’ or syndrome characterised by periodic upward 
deviation of the eyes accompanied by visual pseudo- 
hallucinations—** pseudo,” because the patient knows 
the hallucinations are unreal. The patients may see 
“red,” possibly due to venous stasis, or may experience 
pain. Wimmer records one case in which the patient 
always complained of ‘imperative hallucinations, 
urging the patient to commit suicide.”” The paroxysms 
may last from a few seconds to the greater part of 
a day. After a protracted crisis the patient may fall 
into a sleep of exhaustion; much more rarely a short 
paroxysm may be followed by an attack of irresistible 
sleep from which he is promptly aroused. Such sleep 
fulfils the postulates of Adie, and is probably narcoleptic 
in nature. Lastly, the patient may find by experience 
that sleep is the only measure which will terminate the 
oculogyral crisis, which otherwise persists until bedtime. 
Such was the case in my second patient. 


Case 1.—Female, aged 21. Acute encephalitis 1920. Has 
developed into a typical Parkinsonian, with respiratory 
disorder, frequently yawning, and occasionally giving a loud, 
prolonged sigh. Her pupils are equal, regular and central, 
reacting to light but not on accommodation ; cannot converge. 
Her lids are retracted, and on closing them there is blepharo- 
clonus. Blinking is less frequent, and she blinks on looking to 
the side. When looking to the right or to the left her eyes 
move before her head. For the last twelve months she has 
been subject to frequent oculogyric crises, occurring once every 
third day during her stay in hospital. When she is tired or 
excited she gets premonitory feelings that she must look up; 
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finally, she is impelled to gaze in an upward direction, and is 
then unable to lower her eyes. An attack lasts from half a 
minute to half an hour. During these crises she cannot close 
her eyes, which lacrimate freely. Coarse nystagmus in a 
lateral direction occurs. The eyelids are retracted, her 
forehead wrinkled, her head hyperextended, and there is a 
tremor of the cheeks. The mouth remains open, and she gives 
a yawn and a sigh every few minutes. Her whole body is 
rigid and tremulous, especially marked on the left side. The 
patient is very agitated by these attacks, which at the time 
cause her pain at the back of the eyes, in the frontal region, 
and sometimes in the ear. All objects appear to be moving 
from side to side, but there are no visual hallucinations. 

When an attack comes on she lies down in a darkened 
room with something thrown over her eyes, and after about 
fifteen minutes she becomes able to lower her eyes. She then 
sleeps for several hours, as she feels too exhausted to pursue 
her normal occupation. 


Case 2.—Male, aged 25. This patient is a soldier, and 
gives no history of an acute attack of encephalitis lethargica, 
but states that he was quite well until one day when on parade 
his eyes became fixed in an upward direction. He is now in a 
state of Parkinsonism. The pupils are regular, equal, reacting 
to light but not on accommodation. No convergence. Eye 
movements jerky. Lid retraction. Blepharoclonus. No 
blinking on looking to side. His attacks occur daily, usually 
about two o’clock in the afternoon, just after he has returned 
from exercise. His eyes turn up, but he can close his eyelids: 
on doing so his eyes come down, only to go up again on opening 
his lids. These crises last for about eight hours. The patient 
can terminate his attacks by going to sleep, and on awaking 
his eyes are normal. The paroxysms cause him no pain and 
no visual disturbance. 


Case 3.—Male, aged 21. Onset of encephalitis, 1924. Now 
presents typical Parkinsonian appearance, and has respiratory 
disorder. Pupils equal, regular, reacting to light and not on 
accommodation. Failure to converge. Double ptosis; eye 
movements jerky ; blepharoclonus. The oculogyral crises in 
this case were of a peculiar type. They came on chiefly at 
meal-times. His eyes would turn up, and his eyelids would 
close tightly. This spasm of the orbiculares palpebrarum would 
persist for about ten minutes. These attacks occur several 
times in the course of a day. 
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Case 4.—Male, aged 17. Encephalitis lethargica three and 
a half years ago; since then has developed a pronounced 
Parkinsonian condition. Pupils regular, equal, reacting to light 
but not on accommodation. Convergence poor. Bilateral 
ptosis. Blinking less frequent, blinks on looking to the side. 
Blepharoclonus. His attacks last about thirty minutes, during 
which the eyes are deviated vertically, and with great difficulty 
the eyes can be brought down. There are no visual hallucinations, 
but he gets frontal headaches while an attack is in progress. 
His crises occur two or three times a week. 


There are numerous theories as to the pathology of 
these oculogyral crises. Many observers regard them 
as entirely functional. Marinesco!? and Radovici 
speak of them as “crises hystériformes,” as they found 
that attacks could be precipitated in their patients by 
injections of sterile water or by watching other 
patients. Certainly there may be a_ superimposed 
functional element in these crises, but the other signs 
of definite organic disease which occur in the 
Parkinsonian syndrome do not warrant our calling 
these attacks hysterical. 

The paroxysmal nature of the tonic eye fits makes 
one think that they are of the same origin as the 
hyperkinesias, such as spasmodic torticollis, athetosis, 
etc. These extra-pyramidal hyperkinesias are considered 
to be due to lesions in the neostriatum. Such is the 
opinion of Bing, Popowaand Schwartz. Stertz considers 
there is a striatal centre for conjugate eye movements. 
According to Bing and Schwartz the hyperkinesias are 
“release phenomena ”’ due to failure of the inhibitory 
impulses passing from the neostriatum to the pallidum. 

It is also possible that the oculogyral crises are 
transient irritative phenomena. Although there is no 
known cortical centre subserving upward ocular devia- 
tion, nevertheless a cortical nidus is well known, which, 
on stimulation, will evoke deviation of the eyes in a 
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lateral direction. One can conceive the lateral oculogyral 
crises as resulting from stimulation of such a centre. 
Risien Russell,!% acting upon the suggestion of 
Hughlings Jackson, stimulated the cortical oculomotor 
centre, having previously severed the external rectus 
muscle of one eye and the internal rectus of the other. 
The result was a tonic upward movement of the globes. 
The hypothesis was made of a common oculomotor 
centre in the cortex, stimulation of which produced— 
in animals at least —the strongest motor effect, namely 
deviation in a lateral direction. One can therefore 
picture these encephalitic oculogyral crises as the result 
of impulses arising in a previously diseased cortical 
centre for the representation of eye movements. 

I wish to express my thanks to the Honorary 
Physicians of the Bristol General Hospital and to 
Dr. Phillips of Southmead Hospital for giving me 
permission to examine their patients and to publish 
my observations. 
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A CASE OF MITRAL STENOSIS WITH 

AURICULAR FIBRILLATION, TREATED WITH 
DIGITALIS BY THE 

CARY EGGLESTON METHOD. 


BY 


K. H. PRipte. 

THe Cary Eggleston method of administration of 
digitalis is based upon using digitalis standardised in 
vat-units. A cat-unit of digitalis is the weight of dry 
drug in milligrams required to kill one kilogram of 
cat when an aqueous infusion of it is slowly injected 
intravenously. The Cary Eggieston dosage, to produce 
complete digitalisation, finds it necessary to give one 
cat-unit of digitalis for every ten pounds of the patient’s 
body weight. The process of digitalisation can be 
spread over several days. About two cat-units of 
digitalis are eliminated by the body every day, so that 
two cat-units a day must be added to the dose calculated 
on the body weight. When digitalisation is complete, 
a dose of two cat-units a day will maintain it. 

Case.—M. M., female, age 62, admitted to Southmead 
Hospital on February 7th, 1928, complaining of swelling of 
legs, right arm, abdomen and eyelids, and great shortness of 
breath. The patient stated that she had had two similar 
attacks and heart trouble before, the first in 1925. At Christmas, 
1927, she was in the Bristol Royal Infirmary, recovered and 
went home, and since then had taken no medicine. For the 
three weeks previous to admission she had been getting worse 
and was confined to bed. Her right arm began to swell the day 
before admission. 

On admission the patient was very dyspneoeic and cyanosed, 
her lips blue and the skin of the face and chest pigmented. 
The right arm was oedematous and pitted on pressure, and there 
was great oedema of both legs and flanks. The abdomen was 


distended and dull to percussion, especially in the flanks, the 
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A CASE OF MITRAL STENOSIS 


dullness being shifting. There was swelling of the lower eyelids. 
Temperature 97-48. 

Ventricular rate 156, very irregular in rhythm and _ force. 
Area of cardiac dullness upper limit at upper border of third 
rib, apex beat at fifth space one inch exterior to mid-clavicular 
line, inner limit at right sternal border. First sound loud, 
banging, totally irregular in rate and strength. Second sound 
not heard. Loud systolic murmur heard over apex and conducted 
outwards into the axilla. 

Respiratory rate 32. Patient showed marked cyanosis, was 
very dyspneeic and sat propped up in bed to breathe. Percussion 
showed dullness over both bases. On auscultaticn bubbling 
rales were heard over the chest. Urine very scanty, amber, 
1026 s.g., acid albumen present. 

It was determined to digitalise the patient, spreading the 
process over three days. The weight of the patient was 140 lbs., 
so that fourteen cat-units of digitalis were required, allowing 
one cat-unit for every ten pounds of body weight, with the 
addition of two cat-units per day for three days to replace that 
eliminated, making twenty cat-units in all. Ten cat-units were 
given in the first twenty-four hours and five each in the second 
and third. Thereafter one cat-unit was given morning and 
evening daily to maintain digitalisation. No drugs were given 
other than powdered digitalis leaf in tablets standardised in 
cat-units (Upsher Smith brand). 


February 7th, 1928. Digitalisation started at 4.0 p.m. 
with five cat-units, followed by two cat-units at 10.0 p.m. 
Urine eight oz. night. Patient did not sleep. 


February 8th, 1928. Two cat-units at 4.0 a.m., one cat- 
unit at 6.0a.m. Urine fouroz.day. Two cat-units at 10.0 a.m. 
two cat-units at 20 p.m., one cat-unit at 6.0 p.m. Urine, five 
pints two oz. night. 


February 9th, 1928. QCdema reduced. ‘Two cat-units at 
10.0 a.m., two cat-units at 2.0 p.m., one cat-unit at 6.0 p.m. 
Digitalisation complete. Urine, thirty-four oz. day, four 
pints night. 


February 10th, 1928. Dosage altered to one cat-unit every 
morning and evening to maintain digitalisation. Patient felt 
much better, cedema almost gone, no nausea, appetite good, 
slept well. Urine, two pints two oz. night. 


February 11th, 1928. Pulse regular, 92 per min. Presystolic 
murmur heard at apex, also systolic murmur. Urine, twelve 
oz. night, thirty-four oz. day. 
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February 2Ist, 1928. Patient got up for half an hour. 
Pulse while up 72 per min. 
February 28th, 1928. Patient much better, walking about. 
Pulse while up 88 per min. 

The attached chart shows the heart rate, urine 
passed and dosage of digitalis. 


COMMENTS. By 

This case affords an illustration of the value of the of 
Eggleston principle, that calculation of the dosage in lee 
terms of the patient’s body weight makes it possible to 
bring about digitalisation rapidly and at the same time | M: 
safely. 

By this means early cardiac failure of the auricular pe 
type can be dealt with quickly, as quickly indeed as by Ge 
injections of strophanthin, and at the same time more wl 
safely. re 

The fact that in this method the larger fractions of | 
the dosage are given when the patient is free from on 
digitalis, and that the dose is reduced as his tissues fir: 
approach saturation, is a valuable source of protection th. 
to the patient, and one which usually makes it possible aft 
to avoid all evidences of digitalis intoxication while still by 
securing the full benefits of the drug. ie 

The subsequent treatment of the patient is rendered TI 
very simple. The patient takes from one to four cat th 
units per day according to his rate of elimination of 
the drug. 0. 

The use of a preparation that has been physio- ex 
logically standardised is necessary, so that the physician or 
may be confident that his calculation of dosage in terms su 
of body weight and physiological activity can be ho 
relied on. 

I have to thank Dr. Phillips of Southmead Hospital In 


for permission to publish this report. 
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SUGAR TOLERANCE TESTS.* 


BY 


Hucu D. Pyke. 


By way of illustrating the value of these tests, a series 
of cases is submitted, in each of which a glucose or 
levulose tolerance test has been performed. 

The method used has been that practised by Hugh 
Maclean. ! 

All the patients on whom these tests have been 
performed have been in- or out-patients of the Bristol 
General Hospital. [am indebted to the physicians under 
whose care they were for permission to publish these 
records, and to Professor Hadfield for advice and help. 

To obtain a graph for comparative purposes, a test 
on a normal person (H. D. P.) was carried out. The 
first reading of the percentage blood sugar represents 
that of a specimen of blood taken four hours and a half 
after breakfast. Fifty grams of glucose were then taken 
by mouth, and readings taken at half-hourly intervals 
during the first two hours after taking the glucose. 
The specimens of blood were taken at times similar to 
these in all the cases cited. 

The readings obtained were as follows: 0-093, 
0-125, 0-162, 0-112, 0-081. These readings may be 
expressed graphically. In this and all the following 
graphs the vertical represents the percentage blood 
sugar, the horizontal the time in hours and the dotted 
horizontal the normal renal threshold. 





Case 1.—Female, aged 30. She had twins in October, 1925. 
In the following January her menstrual periods restarted, 


* A Martyn Memorial Scholarship Essay. 
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accompanied by pains in the back. She was treated for 
dyspepsia. In March, 1926, the patient found she was losing 
weight rather rapidly. Sugar was discovered in the urine, 
which disappeared after one week’s dieting. Intermittent 
attacks of glycosuria occurred until May, 1926, when the urine 
was found to be loaded with sugar, and xanthelasma had 
developed around the inner canthus of each eye. 

At a glucose tolerance test performed on May 27th, 1927, 
the readings obtained were : 0- 231, 0-330, 0-387, 0. 428, 0-387. 

A specimen of urine taken after the experiment revealed 
the presence of a heavy percentage of sugar. 
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This, then, was the case of a young woman of 
healthy appearance who, except for the loss of weight 
and the xanthelasma, was practically without diabetic 
symptoms; yet the glucose tolerance test proved her 
to be a true diabetic. This demonstrates the necessity 
of applying the test to all such cases of glycosuria. 

Case 2.—Male, aged 21. This patient found that he 
developed glycosuria after taking any considerable quantity 


of sweet food. Otherwise he had absolutely no symptoms, and 
was anxious as to whether he was an early diabetic or not. 


The glucose tolerance test done on July 5th, 1927, showed 
that his case was one of a typical alimentary glycosuria. 
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The readings of his case were as follows: 0-093, 0-150, 
0.206, 0-106, 0-075. Sugar appeared in the urine one hour 
after taking the glucose. 


Case 3.—A young woman admitted into hospital May 14th, 
1927, with severe abdominal pain, localised in the right iliac 
fossa. While she was in hospital sugar was found in her urine. 
The blood sugar, estimated four hours after food, was 0- 143. 
She was discharged from hospital (urine sugar-free) on a 
diabetic diet. She attended out-patients regularly, but the 
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glycosuria never reappeared on the diet (1,760 calories). 
No other symptoms of diabetes developed. 

It was discovered that the patient had been suckling her 
child for the six months preceding her admission into hospital 
in May. Was it actually glucose or lactose that had been 
present in the urine ? 

A glucose tolerance test done on June 22nd, 1927, gave the 
following result: 0-093, 0-112, 0-150, 0-118, 0-081. No 
glucose or lactose was found in the urine after the tolerance 
test by the phenyl-hydrazine method. 

The diagnosis, therefore, was one of lactosuria. 


Case 4.—Male, aged 42. Sixteen months before admission 
he had fallen unconscious after sneezing. This was followed 
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by months of giddiness, buzzing noises in ears, vomiting and 
headaches. No aural or ocular lesion was found. The blood 
gave a triple positive Wassermann reaction. There were 
transient attacks of glycosuria. 

A glucose tolerance test done in July, 1927, gave the 
following readings: 0-106, 0-193, 0-137, 0-068, 0-056. A 
specimen of urine taken before the test was sugar-free, another 
obtained an hour after taking the glucose contained 3-3 per cent. 
sugar, while a third specimen obtained at the end of the test 
contained 1-2 per cent. sugar. 
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The test, therefore, revealed a decreased sugar tolerance on 
the part of the patient. It was concluded that the glycosuria 
was due to a lesion of the pituitary gland, and was connected 
with his other symptoms. The presence of a cranial tumour 
was diagnosed. 

In August of the same year—one month after the test— 
the patient was readmitted into hospital with papilloedema and 
other signs of increased intracranial pressure. Repeated lumbar 
punctures gave the patient marked relief, but he soon developed 
Cheyne-Stokes breathing and died. At the autopsy a large cyst 
of the cerebellum was found replacing the middle lobes and 
obstructing the iter. A polycystic condition of the kidneys was 
also found with cyst-adenomatosis of the pancreas. Death was 
due to acute hydrocephalus. 
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Case 5.—Male, aged 14. Admitted for severe jaundice. 
He worked in a large oil and petrol works. In January, 1927, 
he gradually became jaundiced. This persisted until June, 1927. 
when he was admitted to hospital. The stools had been a little 
loose and putty-coloured, and he complained of lassitude, but 
otherwise he felt quite well. On examination the spleen was 
found to be palpable and the liver enlarged and hard. No 
ascites. Urine dark in colour. A Van den Bergh test done on 
June 26th, 1927, showed a delayed and weakly positive direct 





N) 
wn 
baie 
LOIS Ase 
26S eee 


—_ 
al 





aPp= 

eal 
pared lee 

ane 








an 


—t— 


rH 


Cee ee ee 








7 ae 
77) i a Hl id 
i ad 


reaction, and a strongly positive indirect reaction. In view of 
a possible diagnosis of acholuric jaundice, the fragility of the 
blood cells was tested and found to be normal. 

A levulose test for hepatic inefficiency (50 grams used) was 
markedly positive. The readings were as follows: 0-093, 
0-256, 0-181, 0-075, 0-062. 

As benzol and allied substances are well known as hepatic 
poisons producing all grades of liver necrosis, the diagnosis was 
arrived at of subacute hepatic necrosis, due probably to the 
inhalation of benzol fumes. 


L 
Vor. XLV. No. 168. 





134 Mr. Hueu D. Pyke 


Case 6.—Male, aged 18. He was admitted for excessive 
polyuria, 24 pints of urine were being passed in as many hours. 
He complained of thirst and lassitude, otherwise he felt fit. 
He had been discharged from army because of this complaint. 
The Wassermann reaction (blood) was negative. The urine had 
a specific gravity of 1005, and contained no sugar or albumin. 
No acidosis was present. 

A diagnosis of diabetes insipidus was made, and a glucose 
tolerance test performed to confirm the diagnosis. The readings 
were as follows: 0-056, 0-062, 0-056, 0-050, 0-050. This 
result showed the patient to possess an increased sugar 








tolerance, probably of pituitary origin, an observation which 
supports the view that the pituitary gland is the organ at 
fault in diabetes insipidus. 


Case 7.—Male, aged 35. He was admitted into hospital 
complaining of difficulty in walking and controlling the 
voluntary movements of the limbs. The onset followed an 
attack of chorea at twelve years of age. His gait was of the 
spastic scissor-legged type. He had a coarse tremor of the 
head and limbs that was increased in all voluntary movements. 
Intellect and memory good. Poor articulation. Some 
nystagmus. No jaundice. Liver not palpable. The Wasser- 
mann reaction (blood) was negative. The possibility of 
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progressive lenticular degeneration was considered, and a 
levulose test for hepatic inefficiency was done on August 21st, 
1927, and the following readings obtained: 0-081, 0-086, 
0-081, no specimen, 0-086. The test showed that the cirrhosis 
of the liver—if present at all—was not severe enough to 
destroy the efficiency of the hepatic cells. But as the cirrhosis 
produces no obvious symptoms in this disease, it is only in 
keeping with the diagnosis that the liver should show no 
inefficiency sufficiently severe to give a positive test. 


Case 8.—Woman, aged 50. She had buzzing noise in 
ears during the ten years previous to admission into hospital, 
accompanied by a vague history of dyspepsia, nausea, thirst 
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and headache. Her liver was enlarged and palpable, well below 
costal margin. No jaundice. <A diagnosis of subacute hepatitis. 

In a levulose tolerance test done February 9th, 1927, the 
readings showed no marked hepatic inefficiency, i.e. 0-093, 
0-112, 0-093, 0-106, 0-112. 


Case 9.—Male, aged 45. Nausea, epigastric pain and 
flatulence of many years’ duration. Barium meal showed no 
organic lesion of alimentary canal. No jaundice. Liver 
enlarged as in preceding case. 

A levulose test performed on this patient gave a very 
similar result to that of the preceding case, the readings being : 
0-075, 0-100, 0-112, 0-100, 0-093. 
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The distinction between the last two cases cited 
(chronic hepatitis) and Case 5 (subacute hepatic 
necrosis) is well stressed by the results of the levulose 
tests. In the case of subacute hepatic necrosis the 
lesion is severe, very diffuse, and involves the paren- 
chyma, as the toxic benzol compounds are probably 
conveyed by the blood stream. In the other two cases 
the lesion is less diffuse, and mainly affects the connective 
tissue. The parenchymais thus left sufficiently healthy to 
give a negative result with the hepatic inefficiency tests. 


Case 10.—The next case is not one in which a full sugar 
tolerance test was done, as the diagnosis was unfortunately 
only too obvious. It illustrates, however, the type of case of 
severe diabetes which fails to respond to insulin treatment. 

The patient was a married woman, aged 40. She was 
admitted into hospital on July 6th, 1927, in a comatose condition. 
She had a history of two years’ diabetes, but had never received 
insulin treatment. The breath smelt sweet, she had air hunger, 
and the urine showed a heavy percentage of sugar and acidosis. 
Forty units of insulin were given, and at 5 p.m. on July 6th, 
1927, the percentage of blood sugar proved to be 0-478. 
Repeated forty-unit doses of insulin were given, but the patient 
showed no tendency to come out of her coma. 

At 7 p.m. on July 6th, 1927, after 220 units of insulin had 
been given, the blood sugar was still up to 0.443. Another 80 
units were given, and the blood sugar percentage fell to 0-400 
only. 

The patient’s condition, however, showed no improvement, 
and after thirty-six hours in hospital she died, although 300 
units of insulin had been given in that time, with very little 
fall in the percentage of sugar in the blood. 


SUMMARY. 

A series of cases is described to exemplify the 
diagnostic value of estimations of the body’s tolerance of 
glucose and levulose, in differentiating the various kinds 
of glycosuria and investigating the efficiency of the liver. 
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NOTE ON THE PATHOLOGY OF 
ERYTHEMA NODOSUM.* 


BY 


A. C. FISHER. 


THE current views on this subject, which are somewhat 
conflicting, are briefly set out here. 

(a) A bacterizmia due to a variety of organisms or 
one specific organism. Rosenow! found a pleomorphous 
diphtheroid, Finger? a _ streptococcus, Manzer a 
staphylococcus. Hadfield and Symes could find no 
organisms in the nodules they examined. 


(6) A focal streptococcal infection of the teeth, 
tonsils or nasal sinuses (Connell). 

(c) An allergic manifestation of one or more diseases, 
e.g. acute rheumatism and tuberculosis. 

(d) A manifestation of tuberculosis—‘“ the rash of 
tuberculosis.” 


Pusey‘ described the lesion as “septic infarcts of 
the corium.”” Rosenow found that the lesion centred 
round a small artery. Low,°® however, says that it is 
round a subcutaneous vein. Poncet and Landouzy® 
claim to have found tubercle bacilli in the lesion, 
and several authors describe giant cells, from which 
they infer the condition to be tuberculous. 


* A Martyn Memorial Scholarship Essay. 
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The blood changes are also in dispute. 


Hoyer’ finds an eosinophilia, and concludes that 
the condition is anaphylactic in origin. Others report 
variously, a lymphocytosis, neutrophilia and mono- 
cytosis. 


Four cases were investigated by the present writer. 
In these the blood picture was examined, and nodules 
excised and investigated histologically. 


Case 1.—A boy aged 10, admitted on about the seventh 
day of the illness. The rash had almost faded. The leucocytic 
count showed a lymphocytosis of 8,500, while the poly- 
morphonuclears were 5775. There was no eosinophilia. 


Serial sections of the skin nodule were cut and stained 
with iron hematoxylin and van Gieson. The cutis was quite 
unaffected, and the lesion lay in the subcutaneous fatty tissue. 
An arteriole of moderate size was cut obliquely in the sections, 
and showed acute inflammatory changes (Fig. 1). Its walls were 
thickened and the media and adventitia showed loss of structure 
and cell infiltration ; the tunica intima was fragmented. The 
lumen did not contain thrombus. Small hemorrhages had 
occurred into the surrounding tissues where hyperzmia was 
marked. 

Immediately adjacent to the arteriole was a large area of 
dense cell infiltration, and smaller areas of a similar nature 
Jay scattered in the surrounding fat. The infiltrating cells 
consisted chiefly of connective tissue and plasma cells with a 
few Jymphocytes and endothelial cells. No polymorphonuclear 
leucocytes were to be seen. 


Case 2.—A woman of middle age, admitted while the rash 
was at its height. She also showed phlyctenules in the eyes, 
which appeared and disappeared with the rash. The blood 
showed a marked polynuclear leucocytosis, and no eosinophiles 
were seen. 
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The skin lesion was investigated as before. An arteriole 
lay at the centre of the lesion. It showed the same signs of 
acute inflammation as in the previous case, but the lumen of 
the vessel was choked with thrombus (Fig. 2). A vein near 
by contained a clear clot but showed no signs of inflammation. 
Many capillaries were occluded and their endothelium was 
proliferating. Areas of cell infiltration were present ; in this 
case polymorphonuclear cells were in evidence, and there 
were a few large mononuclears and many endothelial cells. 


Case 3.—A young woman, admitted while the rash was at 
its height. A blood count on admission showed a leucocytosis 
of 15,600 :— 


Polynuclears .. 11,900 
Lymphocytes .. 3,437 
Basophiles ay 234 
Eosinophiles.. 0 

A week later the total white cells were 11,243. 


Polynuclears ; 5,610 
Lymphocytes .. 4,738 
Mononuclears .. 350 
Basophiles - 85 
Kosinophiles.. 22 


Two nodules were excised, one recent and the other sub- 
siding. (a) Recent.—One medium-sized arteriole lay at the 
centre of the lesion. It was choked with thrombus and its 
walls showed acute inflammatory changes (Fig. 3). There was 
marked hyperemia. The endothelium of the capillaries and 
terminal arterioles showed active proliferation. Areas of cell 
infiltration were not so numerous as in the older lesions. The 
cells in them included polymorphonuclears, some large 
mononuclear leucocytes, a few lymphocytes, and endothelial 
cells. 

(b) Subsiding.—No blood vessel of any size was present in 
the sections. The terminal arterioles and capillaries showed 


inflammatory changes with proliferation of their endothelium 
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(Fig. 4). There were many small areas of cell infiltration 
in the subcutaneous fat. In these the endothelial cells presented 
a striking feature. They were much larger than in the recent 
lesion and frequently contained two nuclei ; the cytoplasm had 
a foamy appearance and contained granular debris. The 
polymorphonuclears of the recent lesion have disappeared, 
but a few lymphocytes are present. 


Portions of (a) and (b) were fixed in alcohol and examined 
for tubercle bacilli, but none were found. Other sections were 
stained by Gram’s method and other micro-organisms searched 
for, without result. 


Case 4.—A boy 11 years of age, admitted with slight pyrexia 
and a well-marked rash, a fresh exacerbation of which appeared 
a few days after-admission. <A series of blood counts was made 
over a period of twelve days, the results of which are shown 
in the graph below :— 
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PLATE II. 





A low magnification of the lesion from Case 1, showing that it is situated 
in the subeutaneous areolar tissue. 





Fic. 2. 


Low power view of nodule from Case 2. Shows an inflamed and thrombosed 
arteriole beside which there is a venule, which is unaffected by the inflammation 
but distended with serum 





PLATE III. 


A section of the more recent nodule from Case 3, showing inflammatory 
changes in the wall of an arteriole, the lumen of which has become occluded 
by leucocytes. 


A section of the subsiding lesion from Case 3, under a high power. A small 

blood-vessel is seen in longitudinal section. The endothelial cells have 

proliferated into as well as away from the lumen, which has almost 
disappeared. 
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No eosinophilia was noticed in any of these counts, the 
highest reached being 1°6 per cent. on the twelfth day. The 
leucocytic reaction is therefore that of acute infection, with an 
early neutrophilia and a post-infective lymphocytosis. 


The nodule, when examined, showed a lesion similar in all 
essentials to the previous cases. At the centre was an inflamed 
arteriole containing thrombus, and around was an area of cell 
infiltration. The capillaries were also affected. The infiltrating 
cells consisted of proliferating fibrous tissue cells, poly- 
morphonuclear leucocytes, a few lymphocytes and large 
mononuclear leucocytes, and some endothelial cells. Sections 
were stained and examined for tubercle bacilli and other 
micro-organisms, but none were found. 


SUMMARY. 


The local lesion in erythema nodosum is essentially 
an acute arteriolitis affecting the small vessels under 
the skin; capillaries as well as arterioles are affected, 
though the venules do not seem to be involved. 
Associated with this are areas of cell infiltration in 
the fat surrounding the affected vessel; these are also 
of an acute inflammatory nature, and do not resemble 
granulomata. No giant cells were found, though 
large endothelial cells were a feature of some of the 
lesions. No tubercle bacilli or other micro-organisms 
were observed. 


The leucocytic reaction was typical of an acute 


infection, being an early polynuclear leucocytosis 
followed by a post-infective lymphocytosis. 


I have to thank Dr. J. O. Symes for his kindness 
in encouraging me to record these observations on 
patients under his care in the Bristol General Hospital, 
and Professor Hadfield for his advice and help. 
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Reviews of Books. 


Handbook of Diseases of the Nose, Throat and Ear. By 
W.S. Syms, M.D., F.R.F.P. and 8.G., F.R.S.E. Second edition. 
Pp. xvi., 395. Illustrated. Edinburgh: E. & S. Livingstone. 
1927. Price 12s. 6d.—In the second edition this book has 
been enlarged by addition to the number of diagrams and the 
inclusion of a number of coloured plates and X-ray photographs. 
The text has also been brought up to date, notably the section 
on endoscopy. The author’s aim has been to present a readable 
book of reasonable size on the subject, and in this he has 
succeeded. The book is readable and contains much that is 
of value, but while the clinical pictures are well set out the 
question of differential diagnosis receives scant attention. 
Space devoted to this aspect of the subject would be better 
utilised than space taken up by detailed description of such 
operations as laryngo-fissure. In the publishers’ desire to 
economise space the various sections are made continuous, 
and one has to refer to the table of contents at the beginning 
of the book to find whether any definite method of arrangement 
has been adopted. The description in one coloured plate of 
the left and right tympanic membranes as right and left 
respectively is prominent among the few printers’ errors. 


Diagnosis and Spiritual Healing. By F. G. CrooksHank, 
M.D. (Lond.), F.R.C.P. Pp. 101. London: Kegan Paul, 
Trench, Triibner. 1927. Price 2s. 6d.—This book is entirely 
philosophical. The author deprecates the divorce of medicine, 
as a science of observed facts, from philosophy. He utters a 
word of warning against the theory of pure realism in medicine 
as prejudicial to clarity of thought. A chapter is devoted to 
the history of attempts to define the word “* diagnosis,’’ and he 
shows the influence of formal logic upon the minds of physicians 
of former days. The most interesting part of his book is his 
attempt to show that difference in diagnostic method is mainly 
related to difference in psychological types of observers. He 
finds in the rival schools of Coans and Cnidians, as presented 
in the teaching of Hippocrates and Galen, the prototypes of 
the empirist and rationalistic methods. The former natural 
and descriptive, the latter conventional and dogmatic. The 
Cnidians overstrain diagnosis, reducing it to a system that 
divides and sub-divides diseases into endless varieties or species. 
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Their aim was not to assay the patient’s state, but to identify 
his malady with a standardised ideal. In modern medicine 
these early types correspond to the clinician, as opposed to the 
statistician and laboratory worker. The difference is less one of 
doctrine than of method. The second section of the book is a 
philosophic discussion of the attitude adopted by theologians 
and the profession as a whole towards spiritual healing. The 
author maintains that so long as the medical profession accepts 
the materialistic dualism of mind and matter they cannot 
adequately deal with the facts of experience, and can never 
appreciate the effect of mind on organic disease. Such an 
attitude is inconsistent with any belief in Divine interference 
in the relatively settled order of Nature. He also asks the 
Church, more particularly the Protestant Church, to define 
their attitude with relation to mind and matter. He shows 
that the antithesis between functional and organic disease is 
absurd. He says, ‘We had better be frank and admit that 
the distinction was invented in order that we might say that 
organic disease is what we say we can cure, but don’t, while 
functional disease is what the quacks cure, and we wish to 
goodness we could.’”’ The author says that, in virtue of his 
own dispassionate attitude towards the question of the mind- 
matter relation, he is prepared to examine experience in every 
case on its own merit. He believes in the instinctive or 
intuitive powers of certain unofficial healers, and he holds that 
spiritual healing (psychotherapy) in its higher manifestations 
is frequently the result of religious experience. Many of the 
sufferers are subject to inhibitions, the result of mental conflict : 
the solution of such conflict in the hands of the spiritual healer 
is the potent factor. He regards the scope of psychotherapy 
as coterminous with disease, but seldom to the exclusion of 
physical remedies. 


Common Disorders and Diseases of Childhood. By G. F. 
Stitt, LL.D., M.D., F.R.C.P. Fifth edition. Pp. xiv., 1,032. 
Illustrated. London: Oxford University Press. 1927. Price 
30s.—To any medical practitioner who has not yet made the 
acquaintance of this book we commend the opportunity 
furnished by the appearance of a new edition. It includes some 
new chapters, one of which—that on vomiting—is an excellent 
example of the fascinating way in which Dr. Still sets forth 
his vast clinical experience. Another—that on erythroedema— 
is a monograph in little. We do not know of any book on the 
diagnosis and treatment of disease that has given us greater 
pleasure or more instruction. 





tify 
‘ine 
the 
e of 
is a 
ans 


The 


ver 
an 
nee 
the 
fine 
OWS 
e is 
shat 
shat 
hile 
1 to 
his 
ind- 
very 
. or 
that 
ions 
the 
ict : 
aler 
‘apy 
n of 


JdRe 
032. 
rice 
the 
nity 
ome 
llent 
orth 
na— 
. the 
ater 


REVIEWS OF Books 145 


A Text-book of Infectious Diseases. By E. W. GoopaLt, 
O.B.E., M.D., B.S. (Lond.). Third edition. Pp. xvi., 718. 
71 illustrations, 26 plates. London: H. K. Lewis & Co. 1927. 
30s.—This excellent book, which has been a standard work on 
Infectious Diseases for many years, opens with an interesting 
discussion of general principles, including Sydenham’s “ epidemic 
constitution.”” Fever, contagion and infection, disinfection and 
rashes simulating those of specific fevers, are generally reviewed 
before special diseases are considered. Anaphylaxis is also 
adequately discussed. The chapter on ‘“ Sore Throat ” should 
be especially valuable to the student, and under ‘* Diphtheria 
and Scarlet Fever” the Schick test and the Dick and Schultz- 
Charlton reactions are carefully described. In the bacteriology 
and pathology of each disease due stress is laid on recent 
experimental work, whilst the details and statistics of the 
Influenza pandemic of 1918-1919 make interesting reading. 
The descriptions are very complete, and even the *‘ common 
cold’ has its allotted place. The section on ** Encephalitis 
Lethargica ’’ is very good. Under ‘ Measles and Rubella ” 
most persons will agree that “‘ the case for the separate existence 
of a so-called ‘ Fourth Disease’ has not been established.”” The 
illustrations of small-pox are excellent, but most of the others 
serve to emphasise the author’s dictum that ** skin rashes are best 
learnt and identified at the bed-side.”’ Regarding Vaccinia, on 
page 518 details are given of encephalitis arising as a sequel to 
vaccination, and the rarity of this complication should not 
affect the use of this safeguard against small-pox. The author 
does justice to a very big subject, and the book may be 
confidently recommended to student and practitioner alike. 


Surgical ‘‘ Don’ts ’’ and ‘* Do’s.”?” By C. H. WuitTEerorp, 
M.R.C.S., L.R.C.P. Second edition. Pp. 68. London: Harrison 
& Son. 1928. Price 4s.—This small book had originally ten 
chapters or series of “‘ don’ts ’’ and “ do’s,” and it has now been 
enlarged to contain fifteen, so that presumably the author has 
found that his words of wisdom have been appreciated. Many 
of the dicta only represent well-accepted surgical principles, e.g. 
“ Don’t perform prostatectomy in the presence of retention of 
urine.’ Others give dogmatic advice about doubtful points 
which would not be generally acceptable, e.g. in acute 
appendicitis “‘ don’t forget to insert a drainage tube.’’ Others 
again give advice about ethical matters which cast rather a 
reflection on the average practising surgeon. The tract is racy, 
readable and short. 
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Mental Disorders. By H. J. Norman, M.B., B.Ch. (Edin.), 
D.P.H. (Edin. and Glas.). Pp. xvi., 463. 57 illustrations. 
Edinburgh: E. & S. Livingstone. 1928. 14s.—This is a 
handy-sized book for students and practitioners. While not 
pretending to be an exhaustive treatise on mental diseases, it 
will well repay study by all interested in this class of cases. 
It is instructive, concise, and to the point. In discussing the 
etiology of the various disorders, the author takes a very 
common-sense view, and does not mistake cause for effect. 
In the text he also defines the meaning of a large number of 
recently-coined words, a practice of great advantage to those 
not well versed in the modern descriptions of the psychoses. 
His chapters on Dementia Preecox and the Intoxications are 
particularly good. The notes on general treatment are sound 
and eminently practical, but he does not discuss the legal 
position of one who forcibly feeds an uncertified patient, and 
the amount suggested for a single feed, 1} pints, would appear 
to be rather excessive in most cases. For very good reasons he 
prefers the cesophageal to the nasal tube. His suggestion that 
chloral may be used in from 10 to 40 grain doses should be 
followed with caution. His clinical examples in life and 
literature, though they have little bearing on the modern 
study of mental diseases, are extremely interesting and _ his 
criticisms good. The chapter on clinical examples in literature 
is crisp and amusing, and one would have liked to see it extended. 
It is to be hoped that the work will have the circulation it 
deserves, as it should do much to remove some of the prejudices 
in dealing with the mentally afflicted. 


Chronic Constipation. By J. Exiis Barker. Pp. 503. 
London: John Murray. 1927. Price 7s. 6d.—We are not 
told who Mr. Ellis Barker is, beyond the fact that he has 
written pseudo-medical works dealing with health and cancer. 
Apparently his chief qualification for writing the present book 
is that he has been a sufferer from the disease himself. We 
are not persuaded, however, by the evidence of this book that 
the patient is the best person to write a fair account of the 
condition from which he is suffering. It is perhaps hardly 
necessary to say that the main thesis is that which has been so 
diligently promulgated by Sir Arbuthnot Lane during recent 
years, and the book is dedicated to this authority. We are told 
that constipation causes insanity, rheumatism, cancer—in fact, 
it would save time if one were to put down a list of those rare 
diseases which are not caused by constipation. The book does 
not redeem its violation of all scientific principles by being 
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either racy or readable, and it consists very largely of quotations 
from medical writers both ancient and modern, many of which 
are so taken from their text as to be quite unfair and misleading. 
The attitude of the author towards scientific workers and 
writers is determined chiefly by their attitude towards his 
fundamental doctrine. In the main scientists, physicians and 
the medical profession are condemned for being ignorant and 
prejudiced. For example, “‘ The unteachable chemists still fill 
their text-books with worthless information of food values, 
etc.” But where it suits his purpose scientific discovery is 
greatly belauded, as for example the action of vitamins. It 
would be much more reasonable if the author left out all appeal 
to science and contented himself with an appeal for a return 
to Nature and primitive habits. Daily evacuation of the bowels 
is spoken of as the ‘“ one stool a day fetish,” and we are told 
that the bowels should act three or four times a day. This kind 
of writing may be admirably fitted for the more exotic popular 
press, but it is certainly not worthy of a place on the shelves 
of a medical library. 


The Abdominal Surgery of Children. By L. E. Barrineron- 
Warp, Ch.M., F.R.C.S. Pp. xiv., 283. Illustrated. London : 
Oxford University Press. 1928. Price 15s.—This is a book for 
which there has been a real need. It is concise, and therefore 
easy for the student to read. It is full of facts, and therefore 
useful as a reference book after qualification. The text is 
clearly written and the photographs are really excellent. For 
hernia operations the author advises confining the operation to 
removing the sac only. It would have been interesting if, 
after describing the operation for imperfectly descended testis, 
he had given us his experience of the after results. The chapter 
on appendicitis is very complete. The author’s experience, in 
regard to the use of X-rays for this disease, does not conform 
with that expressed at a recent meeting of the Royal Society 
of Medicine. The descriptions on pneumococcal and strepto- 
coccal peritonitis may be given special praise, but this high 
standard is well maintained throughout the book. 


The Surgical Treatment of Malignant Disease. By Sir 
Hotspurt J. Wartine, M.S., F.R.C.S. Pp. xx., 667. 296 
illustrations. London: Oxford University Press. 1928. 
Price 50s.—The author, who has had the unrivalled experience 
of St. Bartholomew’s Hospital to draw upon, gave the 
Bradshaw Lecture at the Royal College of Surgeons on the 
Surgical Treatment of Malignant Disease in 1921. This forms 
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the first chapter of the present volume, whilst the remainder 
is occupied by a systematic account of the different organs 
as affected by malignant new growths. The work in the 
main is clinical, but the illustrations give a vast amount of 
pathological information. As far as possible the late results 
of treatment are given in all cases, but these are supplied 
chiefly from the published papers of other surgeons, and 
not from the impartial ‘“ follow-up” records of the hospital, 
which has only recently instituted this system. The work 
provides a valuable account of various methods of operation, 
but it is disappointing in not giving some clear indication as to 
the results which may be obtained by these operations. For 
example, in cancer of the tongue the classical operations which 
involve division or resection of the mandible are clearly described 
and beautifully illustrated, but there is no guidance as to 
whether such operations are really worth while. When we look 
for an account of late results, too, we only find a reference to 
American figures, which relate that 92 per cent. of cases without 
glandular involvement are well five years after operation, and 
66 per cent. of cases in which only the primary growth was 
removed were well at a like period, and we feel that this is an 
optimistic report of a quite misleading character. The author 
is very guarded in his expressions of opinion about the value 
of radium and X-rays, and he quotes and illustrates cases in 
which these have failed, and only admits in a qualified manner 
that cases are ever cured or alleviated. He mentions the lead 
treatment, but states that it has only given negative results at 
St. Bartholomew’s Hospital. The number and beauty of the 
pictures and the great mass of material facts with extensive 
bibliography all make the work one of outstanding value for 
purposes of reference. 


Diseases of Nose, Throat and Ear. By D. Mackenzie, M.D., 
F.R.C.S.E. Second edition. Pp. x., 677. 254 illustrations. 
London: Wm. Heinemann Ltd. 1927. Price 45s.—Since the 
appearance of the first edition eight years ago, this work has 
increased until it occupies nearly 800 small ‘quarto pages ; it 
has thus become distinctly a volume for reference rather than 
for systematic reading. Part of the bulk is due to a style 
which, while always pleasant, is somewhat discursive ; part to 
inclusion of diseases of the mouth, tongue and thyroid gland, 
which might well have been omitted from a work on the ear, 
nose and throat, especially as the treatment is too superficial 
to be trustworthy. When we have said this, nothing remains 
but praise for a luxurious and careful exposition of the diseases 
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of these regions, their course and management. Especially 
valuable are the anatomical sections. The author’s own well- 
known views colour the whole, and impart the personal tone 
which is so valuable. The illustrations are numerous, excellent 
and well chosen. For its purpose it is a book we can thoroughly 
recommend. 





Practical Birth Control. By Ertic A. HornrIBrook. 
Sixth impression. Pp. xiv., 53. London: Wm. Heinemann 
Ltd. 1927. Price 3s. 6d.—In this book the authoress sets out 
the various contraceptive methods, and gives information as to 
their application and use. She advises the combination of two 
contraceptives as the only safe method of birth control, and as 
this is true, the poor woman, who is most in need of this control, 
is deprived of it on account of the complication of its application 
and its expense. There is a good chapter on the need for birth 
control and one on the surgical dilatation of the hymen prior 
to marriage. Some of the details of hygiene, such as the daily 
douching of a non-infected vagina, will not receive medical 
support. However, the book is well worth the attention of 
doctors and lay women, for whom it is evidently written. 




























Post-mortem Appearances. By J. M. Ross, M.D. Second 
edition. Pp. x., 225. London: Oxford University Press. 
1928. Price 7s. 6d.—This is an excellent little book, which 
has already made a name for itself. The first few pages describe 
the technique of post-mortem examination, including the 
collection and preservation of material for further investigation. 
Then follow sections on death from causes other than disease, 
general metabolic and deficiency diseases, general infections, 
and diseases of the various organs and systems. An appendix 
contains useful data on anatomy, ossification centres and 
eruption of teeth. An extremely useful book for the post- 
mortem clerk, and a valuable pocket reference for the general 
practitioner. 





Outlines of Dental Science, II.: Dental Bacteriology. By 
R. A. Broperick, M.B., L.D.S. Pp. vii., 144. Illustrated. 
Edinburgh: E. & S. Livingstone. 1926. Price 7s. 6d.— 
A straightforward account of that part of general medical 
bacteriology of interest to the dental student. Following a 
description of the usual sterilising, staining, and cultural 
methods, the author gives a full account of the more important 
members of the different groups of bacteria. Additional 
chapters are devoted to mouth organisms. collection and 
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examination of material, bacteriological tests and immunity. 
The illustrations are good. The dental student will find here 
all that is necessary to supplement his lectures and practical 
work. 


Outlines of Dental Science, VII.: Dental Pathology. By 
J. L. D. Buxton, L.D.S. Pp. 194. Illustrated. Edinburgh: 
E. & S. Livingstone. 1927. Price 7s. 6d.—This book deals 
with dental caries and other infections of the mouth, and 
comprises a chapter on odontomes and tumours of the jaw. 
The author’s intention is to supply both student and practitioner 
with up-to-date information in a concise manner. In this he 
has succeeded, and the reader will find not only a complete 
histological description of the various mouth lesions, but also 
well-written chapters on signs and symptoms and on treatment. 


Outlines of Dental Science, VIII.: Dental Surgery. By 
J. L. D. Buxton, L.D.S. Pp. 173. Illustrated. Edinburgh : 
E. & 8. Livingstone. 1927. Price 7s. 6d.—The author is to 
be congratulated on his success in treating so wide a subject 
so well in such a small volume. Of course, there are many 
omissions. One would have liked mention of such a common 
and important condition as hypersensitive dentine and _ its 
treatment. It is surprising there are no remarks on local 
anesthesia with its many uses in dental surgery. The chapter 
on extraction is good, as is that also on the lower third molar. 
The account of dental hemorrhage and its treatment could not 
be improved on. The chapter on fractured jaws is uneven, and 
there is no mention of interdental wiring, a very useful method 
of treatment and one which yields excellent results. The book 
is well illustrated and excellently produced. 


Materia Medica for Nurses. By A. M. Crawrorp, M.D. 
Pp. viii., 85. London: H. K. Lewis & Co. 1927. Price 
3s. 6d.—This book is well written, well printed and contains 
much that is of interest concerning drugs. The first five 
chapters give information about the sources of drugs, weights 
and measures, symbols, preparations and doses. The remainder 
of the pages give the drugs classified according to the parts of 
the body they act upon. There:is much information most 
useful to nurses, which should be very helpful to them both for 
examination purposes and during their nursing career. 





Editorial Notes. 


On Wednesday, June 27th, a presen- 

Presentation to tation was made to Dr. D. 8. Davies 

Dr. D. S. Davies. by his medical colleagues in Bristol 

and the neighbourhood on _ the 

occasion of his retirement from the appointment of 

Medical Officer of Health to the City of Bristol, which 
he has held for forty-two years. 

The presentation took the form of a portable wireless 
set together with a cheque ‘for its maintenance,” as 
Dr. Kenneth Wills (President of the Bristol Medico- 
Chirurgical Society) happily phrased it in offering the 
gift to Dr. Davies. Dr. Wills expressed the sense of 
loss that Dr. Davies’s retirement imposed on the medical 
profession. He spoke of the excellent public work 
he had done, not only as the City Medical Officer of 
Health, but as a teacher and examiner. Dr. Davies 
had been President of the Bristol Medico-Chirurgical 
Society, of the Bath and Bristol Branch of the British 
Medical Association and of the Society of Medical 
Officers of Health. He had served as a member of 
Lord Trevethin’s Commission on Venereal Disease in 
1922, and had been made an honorary LL.D. of the 
University of Bristol. 

In presenting the wireless set to Dr. Davies on behalf 
of his colleagues Dr. Wills said he hoped that he would 
live long to enjoy good health and happiness; and 
in presenting their small gift he hoped that while 
“listening in” he might catch from time to time an 
“atmospheric”? of affection and remembrance from 
his old colleagues and friends. 

Dr. J. A. Birrell (Chairman of the Bristol Panel 
Committee) supported the Chairman in his remarks, 
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and testified to the high estimate his colleagues had 
formed of Dr. Davies’s professional skill, and the help 
that he was always ready to afford to all who sought 
his aid. 

Professor Hey Groves (President of the Bristol 
Branch of the British Medical Association) sent apologies 
for his absence. 

Dr. Victoria Tryon (Chairman of the Bristol Division 
of the British Medical Association) acted as hostess 
at the tea-table. 

Dr. Davies, replying, said that after forty-two years 
of service it was good to know that he had not forfeited 
the confidence of his colleagues. He alluded to the 
great work of Dr. William Budd, and mentioned some 
of the important outbreaks of epidemic disease he had 
had to deal with in Bristol, notably the Clifton College 
outbreak of typhoid fever in 1897 and the small but 


threatening group of cases of bubonic plague that 
occurred during the war. He thanked the donors 
for their kindly gift and the good wishes of which it 
was the token. 


x x x x x 
ANOTHER member of our Society has 
Royal Society had the honour of being elected 
of Medicine. President of a Section of the Royal 
Society of Medicine, and we offer our 
hearty congratulations to Mr. C. H. Walker, who will 
preside over the Section of Ophthalmology during the 
coming year. Three other members of the Society have 
already been Presidents of Sections of the Royal Society 
of Medicine, namely Dr. Patrick Watson-Williams 
(Laryngology and Otology, 1910-11), Mr. W. R. Ackland 
(Odontology, 1922-23) and Dr. A. L. Flemming 
(Anesthetics, 1922-23 and 1923-24). 
x * x x 
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THis issue of the Journal might 
Students’ almost be described as a students’ 
Number. number, because five of the original 
articles have been contributed by our 
students. One (that by Miss Vine) was an essay which 
won a British Medical Association Prize. Critchley’s 
paper on the ocular accompaniments of encephalitis 
lethargica gained for the writer the Barrett Roué Prize 
at the Bristol General Hospital, and the essays by 
Pyke and Fisher were successfully offered for the 
Martyn Memorial Scholarships. If these papers had 
merely been embodiments of reading they would not 
have been considered worthy of publication, but as 
they are in each instance examples of first-hand 
observations they merit record. Our readers may 
recall that Sir James Paget discovered the trichina 
spiralis when he was a first-year student in the 
dissecting-room of St. Bartholomew’s Hospital. 
* x xx ** xk 
THE Annual Dinner of the Colston 
Colston Research Society was held at the 
Research Victoria Rooms, Clifton, on Friday, 
Society. May 18th, under the Presidency of 
Mr. Reginald Earle, and was attended 
by about 100 guests. The Society was to have 
entertained Sir Alfred Mond, whose visit was looked 
forward to with much interest, but at the last moment 
he found himself unable to get away from London 
owing to important business negotiations demanding 
his immediate attention, and in his place be sent Major 
A. E. Freeth, F.R.S., Scientific Adviser to Imperial 
Chemical Industries. Major Freeth, responding to the 
toast of ‘‘Our Guest,” proposed by Dr. Stanley 
Badock, Chairman of Council of the University, 
delivered the speech which would have been given 
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by Sir Alfred, and what he had to say was listened to 
with close attention by those present. 

The collection was announced at £812 3s. Od., 
£200 of which has been earmarked by the donors, 
as in the previous year, for the maintenance of the 
Colston Research Fellowship in connection with the 
University Centre of Cardiac Research at the Bristol 
General Hospital. 

Sir Alfred Mond’s speech supported very warmly 
the aims and objects of the Society, and pointed out 
that Bristol now has at her disposal a proved 
organisation which, properly supported, would make 
her a leader in Research. At the present moment 
the number of business firms subscribing annually is 
under 60, out of a total of about 300 subscribers, 
and one cannot but feel that the efforts of the 
Society are such as should receive more serious 
consideration and a very largely increased measure of 
financial support from the commercial community of 
Bristol. This point was urged strongly by the President 
in response to the toast of his health, proposed by 
the Lord Mayor, and also by the Hon. Secretary of the 
Society, who was present in his capacity as Sheriff of 
Bristol. 


Sir George Alfred Wills, Bart. 


As we go to press we regret to hear of the death 
of Str GEORGE ALFRED WILLS, Bart., D.C.L. Oxon., 
LL.D. Bristol, Pro-Chancellor, formerly Chairman of 
Council, and first Treasurer of the University, and 
one of its principal benefactors; and President of 
the Bristol General Hospital, to which also he made 
many generous gifts. 





Obituary. 


JOHN PERCY INGHAM HARTY, F.R.CS. Eng. 


We deeply regret to record the death of Mr. John Harty at 
the age of 47, which occurred on March 10th. Mr. Harty was 
born in Ireland and received his medical education at Queen’ s 
College, Cork, and graduated M.B., B.Ch., B.A.O., in the 
Royal University of Ireland in 1902. After spending several 
years at Halifax in general practice he decided to specialise in 
ear, nose and throat work, and studied in Leeds and London. 
In the remarkably short period of eighteen months he passed 
both the primary and the final examinations of the Royal 
College of Surgeons of England, and obtained the diploma of 
F.R.C.S. in 1912. Then he went back into residence in various 
hospitals in London and Cardiff, and finally came to Bristol 
as House Surgeon to the Ear, Nose and Throat Department. 
Not many men could have re-adjusted themselves to the life 
of a hospital resident after being ten years in practice in so 
happy a fashion as Harty. To his fellow-residents he was just 
one of themselves, and amongst the honorary staff he always 
seemed to be one of their number also. Harty somehow fitted 
in wherever he found himself. 

Just before the war he was made Registrar of the Ear, Nose 
and Throat Department at the Bristol Royal Infirmary, and 
started private consultative work with immediate success. 

At the outbreak of the war he was mobilised with the 
3rd South Midland Field Ambulance, and went to France with 
his Division (the 48th) early in 1915. Soon afterwards he was 
attached to No. 6 General Hospital at Rouen as a specialist, 
and organised the throat and nose department for the Rouen 
base. Towards the end of the war he was transferred to the 
Royal Air Force, and served with it as a specialist until his 
demobilisation in 1919. On returning to Bristol he resumed 
his work, and in 1921 was appointed Honorary Surgeon in 
charge of the Ear, Nose and Throat Department in succession 
to Dr. P. W atson- Williams, who writes the following appre iation 
of his lamented colleague :— 


“It was with a sense of profound consternation that we, 
his old colleagues and friends, learnt that John Ingham Harty 
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had succumbed to an operation which it was so earnestly 
hoped would restore him to good health for many a year. No 
one was more intimately associated with Harty than I was 
since he first came to Bristol] Royal Infirmary as my House 
Surgeon in 1913. In 1918 Harty began private practice, and 
I had the advantage of his collaboration as Clinical Assistant ; 
the following year he was appointed Registrar, but shcrtly 
after the outbreak of war his army service claimed him. While 
serving in France he was appointed surgeon in charge of the 
special ear, nose and throat clinic of the base hospital at Rouen, 
and there his skilful work prevented his release till 1920. 
Meanwhile he had been appointed Assistant Surgeon at the Bristol 
Royal Infirmary, and in recognition of his outstanding good work 
this appointment was antedated in view of the fact that he 
had already been recommended for this appointment to the 
honorary staff, and it was only due to his army service that 
the appointment had not been already carried to completion. 
A matter of form perhaps, nevertheless a sure indication of the 
warm regard and esteem for an absent colleague, and which I 
know was a source of happiness to himself. We were all 
glad when at length he was released to take up afresh his private 
and hospital practice, apparently in splendid health. How well 
I recall with what delight and pride he told me of his engage- 
ment, ‘a romance of the war,’ he declared, with that twinkle 
in the merry blue eyes that looked so straight into one and 
bespoke that warm heart that made him the beloved colleague 
and friend to all who knew him. His happy marriage was soon 
followed by his appointment on my resignation as Surgeon- 
in-Charge of the Special Department, in which we had worked 
together in complete harmony for so many years. We all looked 
on Harty as marked out for a brilliant career, little realising 
that attacks of illness from exposure during che war had left 
a legacy at first hardly noticeable as a latent nasal focal sepsis. 
At first declaring itself by recurrent attacks of rheumatism and 
lumbago, ere long very painful sciatica developed, for which 
he underwent operation as well as operative treatment on his 
nasal sinus infection. He appeared to have recovered good 
health till further systemic complications caused frequent 
illness, then appendicectomy by Sir Berkeley Moynihan led 
to the hope that at length all would be well. Unfortunately, 
within two years a spreading duodenal ulcer rendered further 
operation inevitable; nevertheless, with his indomitable 
courage, he continued the work he loved and adored till 
within a few days of his last operation and death. 
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* Harty’s long training, first in general surgery and later in 
his speciality, with a large measure of native talent and 
wonderful perseverance, would have yielded not only their 
natural and rightful rewards to himself, but in a larger measure 
the enrichment of the literature of his speciality than was possible 
for anyone so repeatedly laid aside by painful illnesses and 
operations. Nevertheless, despite the difficulties he had to 
contend with, he took an active share in the work of local 
medical societies, frequently showing interesting cases that 
had benefited by his operative treatment and in contributions 
to the Bristol Medico-Chirurgical and other journals.”’ 


Another colleague, Dr. R. 8. Statham, who was a fellow- 
resident with Harty at the Bristol Royal Infirmary and in close 
touch with him at Rouen, has written of him from other 
aspects :— 


“The death of J. P. I. Harty has deprived Bristol of one 
of its best-known consultants and has caused a gap in the circle 
of his colleagues and friends which it will be well-nigh impossible 
to fill. Those who met him for the first time after the war 
little realised how much it had changed him. A noted Rugby 
player (he played twice for the South of Ireland and was 
‘capped ’ for his medical school all the time he was a student), he 
played most games well, and was endowed with a magnificent 
physique. A typical cheery Irishman, with a never-ending 
fund of good stories and jokes, he was the best of companions, 
beloved alike by his colleagues and patients. From the date of 
his first illness in France he never enjoyed good health, and in 
later years, in spite of numerous operations, he was greatly 
aged and never free from pain—at times very severe—but 
always so bravely borne that those who did not know him well 
seldom had any idea of the distress he was enduring. He ‘ did 
great good by stealth.’ The shoals of letters received from his 
poorer patients are an eloquent testimony to the affection he 
inspired in them.” 


Mr. Harty married, in 1916, Helen Dorothy, daughter of 
the late Dr. Clarke, of Kensington, and leaves two young sons, 
to whom we offer our sincere sympathy. 





Meetings of Societies. 


Bristol and Bath Surgical Club. 


THE twelfth meeting of the Bristol and Bath Surgical Club 
was held in London on Friday and Saturday, December 9th 
and 10th, 1927, when ten members attended. 

Friday afternoon was spent at King’s College, and the 
session was opened by an address on pyelograms by Sir John 
Thomson-Walker, who showed the pitfalls which may entrap 
the unwary. He also demonstrated the value of serial pyelo- 
graphy for the smaller hydronephroses. After this we had the 
keen pleasure of seeing him operate—for a renal pelvic stone in 
an undeliverable kidney, and for a lumbar ureteric calculus. 
Also he convincingly exemplified his method of open prosta- 
tectomy, especially in a case of tuberculosis of prostate and 
seminal vesicles where the diseased organs were dissected 
en bloc by the transvesical route. Anesthesia was obtained by 
a preliminary spinal injection of stovaine followed by a small 
dose of general anzesthetic. 

After the business meeting at the Langham Hotel, the Club 
dined with Sir John Thomson-Walker and Sir Percy Sargent. 
The latter gave it as his opinion that the surgery of any 
special part of the body is best developed by general surgeons 
bringing to it the wealth of a wide general experience rather 
than by early specialisation. 

Saturday, 9 a.m., found us at the National Hospital for 
Nervous Diseases, to watch Sir Percy Sargent operate. He first 
removed a tangerine-sized endothelioma of the left parietal 
region involving bone and dura. Hemorrhage was arrested 
with meticulous care. Next came the removal of a large 
pituitary adenoma by the transfrontal route. Incision and 
aspiration of the contents were carried out by a suction tube 
connected with the anesthetic motor. Anesthesia by the 
intratracheal method seemed almost automatic after the 
preliminary induction. An hour in the lecture theatre with 
slides, specimens and patients closed a pleasant and highly 
instructive meeting. 
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The Medical Library of the University 


of Bristol, 


WITH WHICH IS INCORPORATED 


The Library of the Bristol Medico-Chirurgical Society. 


The following donations have been received since the publication 


of the List in January, 1928. 


American Laryngological, Rhinological 
Otological Society (1) 

American Otological Society (2) 

Miss A. M. Bullen (3) .. a 

Michell Clarke Memorial Fund (4) 

Prof. Edgeworth (5) 

Faculdade de Medicina de Sao Paulo (6) 

Prof. Fawcett (7) “ #4 ea 

Prof. E. W. Hey Groves (8) 

Mrs. Harty (9) 

Medical Society of London (10) 

The Registrar (11) 

EK. E. Smith, Esq. (12) 

Dr. W. A. Smith (13) 

Surgeon-General of the U.S. Army (14) 

Sir W. T. Thiselton-Dyer, K.C.M.G. (15) 

The Vice-Chancellor (16) 

C. H. Walker, Esq., F.R.C.S. (17) 

Sir Humphry Rolleston (18) 


June, 1928. 


1 volume. 

| 

] 

l 

l 

l 

2 volumes. 
19 

4 

1 volume. 

2 volumes. 

1 volume. 

] 


2 volumes. 


99 


1 volume. 


Unbound periodicals have also been received from Professor 
Hey Groves. 
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THE ONE HUNDRED AND TWENTY-FOURTH 
LIST OF BOOKS. 


The figures in round brackets refer to the figures after the names of the donors. 
The books to which no such figures are attached have e. ther been bought from the 


Library Fund or received through the Journal. 


Albee, F. H. ~« «+ Wonée-grayt Surgery .. 2. «6 so «os eo» (8) IDES 
Balme, H. .. .. .. Contribution of Christian Thought to Medicine .. 1928 
Barker, J. E. .. .. Chronic Constipation ai ieee ee yar etc ee 
Barrett, C. R. B.  .. History of the Society of A pothecaries of London (12) 1905 
Barrington-Ward, L. E. Abdominal Surgery of Children ..  .. .. 2.) 1928 
in kee eee aa ee . (9) 1925 
Borchard, A., and Schmieden, V. Die deutsche Chirurgie im Weltkrieg. 

2 VOls.; ds? se. we nw. oe (EB S20 


Biological Therapy a ae 


Braun, H. .. .. .. Die Lagerung verletzter und erkrankter Gliedmassen 

(8) 1928 
Broderick, R. A. .» Wental Bacteriology .. «1 «s as os os oe 3926 
Buxton, J. L. D. .« Wend Peiiology 62 ka es cee se cs GT 
Buxton, J. L. D. <« Wendel Burgess os ee ee ce OR 
Calot, F. .. ..  .. Indispensable Orthopedics “s os end Bd. (8) F021 
Campbell, J. M... .. he Protection of Motherhood ie te om UC SRT 
Cancer Control .. .. American Society for the Control of Cancer .. (8) 1927 
Clark, C. A. a3 os Denia Radiography... 6. .% «6 o o vs “W926 
Cotton, F. J. .. .. Dislocations and Joint Fractures ..2nd Ed. (8) 1924 
Crawford, A. M... .. Materia Medica for Nurses .. .. .. .. «. 1927 
Crookshank, F. G. .. Diagnosis and Spiritual Healing .. ..  ..) «. = 1927 
Cumberbatch, E. P. .. Diathermy .. .. .. «2 «2 «.  «. 2nd Ed. 1927 
Guiliing, 4... .. .. Fhe Meningiomas .. 2. ss os se oo oe FORT 


Dorland, W. A. N. .. American Illustrated Medical Dictionary. 
14th Ed. (17) 1927 


Petar SoS... k- MODIS ac cee a ee cael kee ee. OES 
Fitzwilliams, D. C. L. The Tongue and its Diseases... .. .. «.. «- 1927 
Fremantle, F. E. .. The Health of the Nation eae atk) ders ate wees) ME 
Goodall, E. W., and Washburn. Jnfectious Diseases ..  .. .. 3rd Ed. 1928 
Herrick, C.J. .. .. Fatalism or Freedom a ee yer ere Z| 
Hornibrook, E. A. .. Practical Birth Control .. .. .. .. 3 .. «. 1927 
Infantile Paralysis in Vermont, 1894-1922. ..  ..  .. we wee 1924 
Jamieson, J. D. H. .. Operative Dentisiry .. .. .. .. «2 «. «+ 1927 
Jeffrey, GR. .. .. Common Symptoms of an Unsound Mind .. .. 1923 
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Kappis, M. .. .. .. Organisation und Ordnungsgemasser  betrich 
Operationssagis .6 ke es 1927 
Kolodny, A. oe we. WOME OUR ce, es ee Se 1927 
Leriche, R... .. .. Treatment of Fractures. 2 vols. .. .. .. (8) 1918 
Llewellyn, LI. J... .. Aspects of Rheumatism and Gout.. ..  ..  .. 1927 
Lovett, R. W. ..  .. Lateral Curvature of the Spine ss a> te (OF 3a 
McDonagh, J. E. R... The Nature of Disease. Part IL... ..) .. 2. 1927 
McKenzie, D. .. .. Diseases of the Throat, Nose and Ear .. 2nd Ed. 1927 
Magnan, V. -. «« Legons cliniques sur les maladies mentales. 
2nd Ed. (16) 1893 
Medical Department of the U.S. Army in the World War. Vols. VIL. and 
XIII. on ae vee |e aie card. “tae ORI een 
Mitchell, T. W. .. .. Problems in Psychopathology... .. .. «2... 1927 
Muhsam, R. --  «. Was kann und wann muss der praktische Arzt 
operieren Meer ee er ere Meret | 
Norman, H. J. .. .. Mental Disorders Te ee mer eee 
Nouveau Trait? de médécine. Vol. XVIII .. .. .. .. .. «- (4) 1928 


O’Donovan, W. J. .. Dermatological Neuroses ..  .. «2. we we ee (1927 
Payne, J. F. ..  .. English Medicine in the Anglo-Saxon Times.. (15) 1904 


Pearson, M. G., and Drummond, J. Fractured Femurs .. ..  .. (8) 1919 
Register of Dangerous Drugs 
Riviere, C. .. .. .. Pneumothorax and the Surgical Treatment of 
Pulmonary Tuberculosis ..  ..  .. 2nd Ed. 1927 
Rolleston, H. .. .. ILdiosyncrasies « oo «= (RP Fea7 
Rose & Carlzss .. .. Wanual of Surgery .. ..  ..  «.. ith Ed. (8) 1924 
Ross, J. M. .. .. Post-mortem Appearances «- «+ «= 2nd Bd: 3928 
Schinz, H. R., et al. eds. Lehrbuch der Réntgendiagnostik.. .. .. (8) 1928 
Senn, Nu Os Cts Cc «= Pretical Surgerg 2. ws ce ws = «0s «6(8) 0 
Smith, E. E. ..  .. Aluminum Compounds in Food ..  ..  .. (12) 1928 
Still, G. F...  ..  .. Common Disorders and Diseases of Childhood. 
5th Ed. 1927 
Syme, W. S. .. .. Diseases of the Nose. Throat and Ear... ..  «. 1927 
Tandler, J... .. .. ZVopographische Anatomie dringlichen Operationen. 
2nd Ed. (8) 1923 
Taylor, E. H. .. .. Operative Surgery .. .. «- «- «- «- (8) 1914 
Thomson, A. T. .. A Conspectus of Pharmacopwias .. .. .. (3) 1810 
Tylecote, F. E., and Fletcher, G. Diagnosis of Diseases of the Lungs .. 1927 
Waring, Sir H. J. .. Surgical Treatment of Malignant Disease ..  .. 1928 
Whiteford, C. H. .. Surgical * Don'ts” and ** Do's” .. 2nd Ed. 1928 
Wide, A. .. .. .. Medical and Orthopedic Gymnastics 4th Ed. (9) 1909 
Wilson, P. D., and Cochrane, W. A. Fractures and Dislocations .. (8) 1925 
Wilson, T. S. .. .. Tonic Hardening of the Colon ey fer, er ree 
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TRANSACTIONS, REPORTS, JOURNALS, ETC. 

Annales da Faculdade de Medicina de Sao Paulo. Vol. I. 

Annual Report of the Ministry of Health, 1926-27. VIII. 

British Journal of Surgery. Index, 1913-1923 

Congreso (Segundo) Nacional de Medicina. Actas y Trabajos. Tome 6 

Dentists’ Register, 1928 

Kelly’s Directory of Bristol, 1928 

Medical Annual, 1928 .. 

Medical and Dental Students’ Register, 1927 

Medical Register, 1928 

Medical Society’s Transactions. Vol. L. son eat een ace pied oo 

Minutes of the General Medical Council. Vol. 64 and Index, 1903-1927 
(11) 

Published Papers of the Middlesex Hospital School, 1926-27... ..  .. (7) 

Surgical Clinics of North America, Vol. VIII. Nos. 1 and 2 .. 

Transactions of the American Laryngological. Rhinological and Otolcgical 


Society. Vol. 25 ee ee oe ee a. Mates @ ie vate. TOR) 


Transactions of the American Otological Society. Vol. 17. Part 3 .. (2) 


Transactions of the American Ophthalmological Society. Vol. 25.. 
Transactions of the Ophthalmological Society of the United Kingdom. 
Vol. 47 


Local Medical Notes. 


Dr. G. Hadfield has been appointed Professor of Pathology 
in the University of London Royal Free Hospital School for 
Women. 

Dr. M. G. Hughes has been appointed Assistant Medical 
Officer of Health to the City of Bristol. 

Mr. Eric Watson-Williams has been appointed Honorary 
Surgeon, and Dr. J. Angell James Honorary Registrar, to 
the Ear, Nose and Throat Department of the Bristol Royal 
Infirmary. 

Dr. A. L. Taylor, Lecturer on Pathology in the University 
of Leeds, has been appointed Pathologist to the Bristol 
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General Hospital and a Demonstrator of Pathology in the 
University of Bristol. 


Dr. Newman Neild has been elected a Fellow of the Royal 
College of Physicians of London. 


EXAMINATION RESULTS. 


F.R.C.S. Enc.—Dr. J. Angell James. 


University of Bristol. 


M.B., Cu.B. (Part I.).—Second Examination. Pass : 
R. N. O. Burns, R. G. C. G. Carlson, A. M. Davies, A. L. Eyre- 
Brook, H. F. M. Finzel, J. R. Gibbs, J. D. Hughes, J. J. 
Kempton, Frances N. Salisbury. Jn Organic Chemistry 
(Completing Examination): C. J. N. Davis, C. N. Royal. Jn 
Organic Chemistry only: G. T. Bevir, W. R. Cambridge. In 
Elementary Anatomy only: J. Ridgway. 


M.B., Cu.B. (Part ITI.).—Second Examination. Pass: 
L. P. Ashton, K. P. Beaubrun, H. L. Cleave, J. L. S. Coulter, 
KF. W. A. Fosbery, L. R. Jordan, J. A. Kersley, R. H. Moore, 
Elizabeth 8. G. Owen, W. A. F. Taylor. 


Frnau M.B., Cu.B. (Part I.) (including Forensic Medicine 
and Toxicology): Rowena M. Hickman, April Doreen James, 
Mabel F. Potter, N. L. Price (with Distinction in Materia 
Medica, Pharmacy, Pharmacology and Therapeutics). Jn 
Forensic Medicine and Toxicology only: Isabella J. Armstrong. 


Part Il. (Completing Examination): T. H. Berrill (with 
Second Class Honours and Distinction in Special Pathology), 
B. J. Boulton, R. D. Jenkins (with Distinction in Public 
Health), Helen B. Murgoci (with Distinction in Special 
Pathology), T. B. Wansbrough (with Distinction in Obstetrics). 
Group II. (Completing Examination): D. E. C. Andrew, A. J. 
McD. Grimston. 


PRELIMINARY SCIENCE EXAMINATION FOR DENTAL 
StupENTS.— Pass: G. N. Minifie, R. L. Royal, R. E. W. Smith. 


B.D.S.—Second Examination (Dental Anatomy only). Pass : 
M. J. Ryan. 


L.D.S.—First Professional Examination. Pass: J. D. 
Galloway. In Dental Anatomy (Completing Examination) : 
E. R. Carpenter, J. H. Edwards, N. Miller, I. W. Williams. 
In Dental Anatomy only: E. V. O'Hara, H. L. Saunders. 
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Conjoint Board. 
M.R.C.S., L.R.C.P.—T. L. Cleave, G. Steinberg. 


L.D.S., R.C.S.—First Professional Examination. Part I. 
(Dental Mechanics): J. H. White, W. Forsyth, H. Harwood. 


L.D.S., R.C.S.— First Professional Examination. Part II. 
(Dental Metallurgy): G. E. Chadd, T. A. A. Eaves, W. F. G. 
Harvey, J. J. Hinton. 


L.D.S., R.C.S.—First Professional Examination. Part 
III. (b) (Dental Anatomy and Physiology): D. R. Jones, 
W. R. R. Mewton, J. K. Noot, K. V. M. Taylor-Milton, A. H. V. 
Williams. 

L.D.S8., R.C.\S.—Final Examination. Part I.: 

Phillips. 


Society of Apothecaries. 


L.S.A.—Materia Medica and Pharmacy: L. P. Gregory, 
G. Smith. 





